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reduces, mental, emotional, and physical tension thereby relieving the 
physical symptoms or facilitating their treatment 
induces a state of calm in the agitated patient — particularily in the very 
young or the aged — and promotes a normal sleep pattern 
inhibits the nausea and vomiting associated with many psychosomatic 
ailments 
is useful in pruritus, particularly when there is a significant underlying 
psychological factor 
* reduces premenstruai tension and agitation 
%* enhances the action of sedatives and analgesics permitting their use in 
reduced dosage 
PRESENTATION 
Tablets of 10, 25 and 100 mgm. | per cent and 2-5 per cent solutions for 
@ injection, Syrup, each 3-6 c.c. (approx. one teuspoonful) of which contains 
25 mgm. Suppositories each containing i00 mgm. chlorpromazine base. 
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For all cases requiring extra protein 
PRESCRIBE 


Hepovite 


An enriched protein supplement 
consisting of proteolysed liver, 
malt and vitamins A and D. 


Hepovite contains: 





ADULTS: 
One dessertsp'nful t.i.d. 











CHILDREN: 
t Proteolysed liver supplying all One teaspoonful t.i.d. 
the essential amino acids, hemo- INFANTS: 
4 teaspoonful t.i.d. 


poietic factors derived from the 
liver and activated by proteolysis 
and members of the vitamin B 
complex (including Vitamin B,,). 
2 Malt extract, supplying carbo- 
hydrate & additional vitamin B,. 


3 Vitamins A and D. 


Hepovite is indicated in: 


§ Inadequate protein intake: 
anorexia, dietary inadequacy e.g. 
in peptic ulcer diets, food allergies, 
children intolerant of milk. 

2 defective protein absorption: 
gasiro-intestinal disorders. 

3 increased protein loss and/or metabolism: 
Severs and infections (including tuberculosis), 
nephritis, steatorrhaa & sprue, ulcerative 
colitis, wounds and burns. 





Or as tablets 3 to 4 of 
which ave the equivalent 
of one teaspoonful 









4 increased protein requirements: 
pregnancy, lactation, and pre- and post- Wepovite has the advantage of being: 
operative states. 1 administered by the oral route 2 palatable 


5 in liver cirrhosis and other liver diseases. 3 soluble (can be taken in milk, soup, etc.) 


EVANS EVANS MEDICAL SUPPLIES LIMITED 


SPEKE LIVERPOOL 19 (HUNTs Cross 1881) Londwt Office: Ruislip, Middlesex ( Ruislip 3333) 
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eratran 


(pipradrol hydrochloride) 
marks a major advance in the treatment of 
depression...subtly returns your depressed 
patients to their normal level of well-being 
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The graph Gwustrete 
the smooth yentle action 
of Meratran in contrast 
with the abrupt ection of 
amphetamine 


Meratran Meratran’s action, in easily adjusted doses, is 
prompt— subtle — comfortable. Its effectiveness is prolonged without 
impairment of sleep or interference with appetite. 
Meratram WITH RESERPINE. Where anxiety and tension 
are present Meratran with Reserpine should be used. Meratran alone 
is not suitable in these conditions. 
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EMERGENCIES IN MEDICAL PRACTICE 
Edited by C. ALLAN BIRCH, M.D., F.R.C.P. 


Fifth Edition. 696 pages. 155 illustrations. 37s. 6d. 
TEXTBOOK OF PHYSIOLOGY AND 
BIOCHEMISTRY 

by, Seonee it. "cre B.Sc., 12. F.RS.E., |. NOR- 


MAN DAVIDSON, M.D., D.Sc., F.R.S.E., and HAROLD 
SCARBOROUGH, M.B.. Ph.D., F.R.C.P.E. 
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By LINCOLN WILLIAMS, M.R.C.S., L.R.C.P. 

72 pages. 8s 


THE PRINCIPLES oa one is 
MEDICINE: A Textb nd Doctors 
Edited by SIR sneone? DAVIOSON, M.D., 
P.R.C.P.Ed., M.D.(Osio). 
Third Edition. 1,080 pages. 





109 illustrations 35s. 


PSYCHOLOGICAL MEDICINE 
A Short Introduction to Psychiatry 


By DESMOND CURRAN, ™.B., F.R.C.P., D.P.M 
and MAURICE PARTRIDGE, M.A. D.M (Oxon), 
D.P.M. 


Fourth Edition. 416 pages. 21 illustrations 2Is. 


AN INTRODUCTION TO PSYCHIATRY 
By MAX VALENTINE, M.D., D.P.M 
306 pages. 20 illustrations. 15s. 


TEXTBOOK OF THE RHEUMATIC DISEASES 


+44 - FRANCIS WALSHE, M.D., D.Sc., F.R.C.P., 


Edited by W. S. C. COPEMAN, 0.8.£., M.D., F.R.C.P 


Eighth Edition. 372 pages. 9! illustrations. 24s. Second Edition. 762 pages. 464 illustrations. 52s. 6d 


E. & S$. LIVINGSTONE LTD., TEVIOT PLACE, EDINBURGH |! 





























THE BUSY DOCTOR NEEDS 


Whitla’s new Dictionary of 
Medical Treatment 


Quick and easy access to the latest therapeutic methods. That is 
what the doctor wants today and that is what WHITLA’S 
DICTIONARY provides. Edited by R. S. ALLISON, M.D., F.R.C.P., 
D.P.M. and T. H. CROZIER, M.D., B.Sc., D.P.H., F.R.C.P., With a team 
of 26 contributors, it gives detailed treatments and dosages for all 
conditions commonly encountered, and for many of those that are 
less usually seen. The text is arranged alphabetically with an index 
for easy cross-reference and, in every respect, this concise, accurate 
and up-to-date book is a working tool that every medical practitioner 
will do well to acquire. To be published January, 1957 


NINTH EDITION 850 pages. Price 52s. 6d. 
Postage and packing 2s. extra. 


BAILLIERE, TINDALL & COX, 7 & 8 Henrietta St., London, W.C.2 
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Outstanding 
BUTTERWORTH Books 


MODERN TRENDS IN PSYCHOSOMATIC MEDICINE 
Edited by DESMOND O'NEILL, M.C., M.D., M.R.C.P., D.P.M. 
Pp. xi +- 375 + Index. 29 illustrations. 55s. net, by post /s. 5d. extra. 


“ Written by a large group of acknowledged experts in their own specialities, this book is authori- 

tative and completely free from bias; it is completely up to date, for much of the work reported 

between its covers is still in progress.... This book should be read by everybody in medicine.” 
Postgraduate Medical Journal. 


PRINCIPLES OF CHEST X-RAY DIAGNOSIS 
By GEORGE SIMON, M.D., F.F.R. 
Pp. x + 174 + Index. 162 illustrations. 50s. net, by post /s. 6d. extra. 


This work follows an unusual approach, which although the most logical and practical, has never 
been employed before. The material is arranged under headings descriptive of the x-ray shadows, 
rather than the clinical disease labels, each type of shadow being described factually and then 
discussed from the point of view of interpretation, and this obvious approach will give the maximum 
and most practical assistance in diag ig chest d from radiographs. 

ms will remain for some time to come the best reference book on the subject.""—Medical Press 





HEALTH IN INDUSTRY 
A Contribution to the Study of Sickness Absence 
Pp. vi + 171 (with 177 tables and corresponding graphs). Index. 


35s. net, by post /s. extra. 


This work is the result of highly specialised research and relates to a large number of London 
Transport employees engaged in many different occupations. Series of tables have been com- 
piled, each based on the experience of a period of years (a single year may be deceptive), which 
can be used as a standard of measurement in the further study of sickness absence, in the study 
of the influence of the working environment of health, and in medical research. 

. both helpful and stimulating to those interested in the study of morbidity and sickness 
absence.” —The Medical Officer. 


THE HEALTH OF THE ELDERLY AT HOME 
By WILLIAM HOBSON, B.Sc., M.D., D.P.H., JOHN PEMBERTON, M.D., M.R.C.P. 
In collaboration with E. R. BRANSBY, M.Sc., Ph.D., H. DROLLER, M.D., M.R.C.P., 
CISSIE ROSEMAN, B.Sc., and D. L. WOODHOUSE. 
Pp. xvi +- 220 (including Appendices) +- Index. 12 illustrations. 

3s. net, by post /s. extra. 


This medical, social and dietary study of elderly people living at home in Sheffield presents an 

iMuminating set of findings going closely into conditions, both social and health, and quoting 

numerous personal cases. The whole trend of the book is to direct proper attention to the 

problem of maintaining the health of the aged as opposed to treating them when sick and infirm 

ms a good piece of work critically undertaken and precisely recorded . highly recommended.” 
Proceedings of the Royal Society of Medicine. 


BUTTERWORTHS, 88 Kingsway, London, W.C.2 


Showroom: 11-12 Bell Yard, Temple Bar, London, W.C.2 
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NEW CLINICAL DESCRIPTIONS 
Tropical Eosinophilia—Q Fever—Kwashiorkor—Non-specific Urethritis 
—The Fanconi Syndrome—Phaeochromocytoma—Ganglioneuroma— 
Neuroblastoma—Sarcoidosis—Epidemic Dropsy—The Pneumoconioses 
—Congenital Abnormalities of the Kidney—Diabetic Glomerulosclerosis 
—Thrombosis of the Internal Carotid Artery—The Carpal Tunnel 
Syndrome—Angiomatous Malformations of the Brain—Inclusion Body 
Encephalitis 


NEW DIAGNOSTIC METHODS 


The Coagulation of the Blood—Angiocardiography—Phonocardiography 
—Cardiac Catheterisation—Phenolsulphonephthalein Test of Renal 
Function 


NEW METHODS OF TREATMENT 


Myleran in Chronic Myeloid Leukaemia—Benzhexol in Paralysis Agitans 
—Rauwolfia Serpentina in Benign Hypertension—Long-Acting Insulins 
in Diabetes—Calcium Versenate in Acute Lead Poisoning—Nalorphine 
in Acute Morphine Poisoning—Aureomycin—Terramycin—Erythro- 
mycin—Bacitracin—Polymyxin—Nystatin—Chloroquine Diphosphate— 
Isoniazid—Esidrone—Daraprim (pyrimethamine) 
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1,800 pages NINTH EDITION 63s. net 
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TO BE PUBLISHED 15 NOVEMBER 


A TEXTBOOK 
OF PSYCHIATRY 


By SIR DAVID HENDERSON, the late R. D. 
GILLESPIE and I. R. C. BATCHELOR 
760 pages EIGHTH EDITION 35s. net 


The text of this new edition has been extensively revised and much new 
material added. Dr. Ivor Batchelor has collaborated with Sir David 
Henderson, and together they have succeeded in making the new edition 
thoroughly up to date without any increase in the size of the book. 

Special attention has been given to recent work on the aetiology of 
mental illness, and many chapters have been completely rewritten, 
including the one on epilepsy and that dealing with paranoia, where a 
special attempt has been made to clarify the distinction between 
schizophrenia and the paranoid states. 


MANAGEMENT 
IN OBSTETRICS 


By ANDREW M. CLAYE 


228 pages 35 illustrations SECOND EDITION 18s. net 


This small book deals only with management in obstetrics; theoretical 
aspects are omitted and controversial topics are not discussed. Professor 
Claye gives his own opinion on management, methods and treatment in 
a concise and straightforward manner that will leave neither doubt nor 
indecision in the mind of any general practitioner with limited obstetric 
experience who reads it. 

In revising the text for this new edition, very careful consideration has 
been given to the few minor criticisms made when the book was first 
published, and wherever it seemed justified, the text has been amended. 
New chapters have been included on Postmaturity and Retained 
Placenta, and those on Ante-partum Haemorrhage and the Relief of Pain 
in Labour have been rewritten and greatly expanded; many additional 
illustrations have been included. 


OXFORD UNIVERSITY PRESS 
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== NEW BOOKS == 


in preparation 


The Infantile Cerebral 
Palsies 


by Members of The Little Committee, 
Queen Mary's Hospital for Children, 
Carshalton, Surrey 


The authors hope that this work, based upon long 
experience, close observation and due contemplation 


of the facts of observation, will provide a foundation of | 


management upon which those concerned with the 
problems of infantile cerebral palsy, whether as doctors, 
teachers or parents, may confidently build 
List of Contributors :—Eirene Collis—W. R. F. Collis 
William Dunham—t. T. Hilliard—David Lawson 
Foreword by Sir Francis Walshe 
of Contents: Foreword Introduction —William 
The Forms of Infantile Cerebral Palsy —-Diagnosis 
and Management—Generalised Spasticity—Hemiplegia 
Variable Rigidity—Athetoid Cerebral Palsy—-Ataxic 
Cerebral Palsy Organisation of Cerebral Palsy Services 
Conclusion Index. 


List 
Little 


112 pages. 15s. net. 


sa 


Progress Report on Birth 
Control 


by Lella Secor Florence 


Recently the Birmingham Family Planning Association 
instituted an enquiry among the patients who registered 
at their Clinic during the year 1948. Their findings 
are recorded in PROGRESS REPORT ON BIRTH 
CONTROL. This book is an honest and frank appraisal 
of contraceptive practice as revealed by the patients 
themselves when interviewed at the Clinic or in their 
own homes. Much valuable information has come to 
light which will be helpful to social workers, marriage 
counsellors, clinic workers, doctors and all those con- 
cerned with population problems and with the pro- 
motion of happy, healthy and harmonious family life. 


264 pages. 2ls. net. 





Wm. Heinemann Medical Books Ltd. 
99, Great Russell Street, W.C.! 
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WHEN YOU 
WANT A BOOK 


ask us about it... 


WHEN YOU 
WANT IT 
QUICKLY 


ask us to send it... 


LLOYD-LUKE 
(MEDICAL BOOKS) LTD. 
49 NEWMAN STREET, W.! 











Chinese 
Medical 


Journal 


A monthly journal in English 
with authoritative articles and 
reviews of current medical theory 
and practice in modern China. 


Annual subscription £1 16s. Od. 


Other specialist medical journals are available in the 
Chinese language. Send for details to 


COLLET’S CHINESE BOOKSHOP 


40 Great Russell St., London, W.C.\ 
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PRACTICE OF ANXIETY AND HYPNOSIS AND ITS 
PSYCHOSOMATIC STRESS THERAPEUTIC 
MEDICINE APPLICATIONS 


as illustrated in 
allergy 


HYMAN MILLER AND 
DOROTHY W. BARUCH 


A practical work devoted 
entirely to the psychoso- 
matic approach to allergy, 
emphasising the simultan- 
eous use of medical and 
psychological measures in 
treating the allergic 
patient. 37s 6d 





an interdisciplinary 
study of a life situation 


H. BASOWITZ, 

H. PERSKY, 

S. J. KORCHIN AND 
R. R. GRINKER 


A valuable and instructive 
attempt to observe under 
fairly vigorous conditions 
the changes that accom- 
pany an undeniable stress 
in real life. 
The Lancet 
60s 





written by seven 
psychologists and a 
dentist 


EDITED BY 
ROY M. DORCUS 


An eclectic survey of the 
experimental results, 
theories and therapeutic 
applications of hypnosis, 
which will be of value to 
doctors, psychologists and 
dentists. 

56s 6d 





McGRAW-HILL PUBLISHING COMPANY 








THE EXTRA PHARMACOPCIA 


23rd Edition 


In two volumes 


(Martindale) 

Volume | (1952). Forms a comprehensive guide to “ethical” pro- 
prietaries, the toxicity of chemicals and drugs, methods of 
administration, contra-indications, dosage, with abstracts 
of the world literature. The Therapeutic Index contains 
approximately 750 headings. 
pp. xxii + 1352. 


Volume 2 (1955). Of particular value to the specialist in public health 
and in tropical medicine. Chapter headings include: 
Methods of Food Analysis (pp. 76); Water Analyses (pp. 
16); Bacteriological and Clinical Notes with reference to 
Special Diseases (pp. 108); Nutrition and Vitamins (pp. 60); 
Clinical Biochemistry (pp. 300). 


1501. Price 57s. 6d. (postage Is. 6d.) 


Price 55s. (postage Is. 6d.) 


pp. XXxi + 


THE PHARMACEUTICAL PRESS 
17 Bloomsbury Square, London, W.C.1 
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MIDDLESEX LOCAL MEDICAL COMMITTEE.—Vacancy for Secretary 

The Middlesex Local Medical Committee invites applications to fill the vacant post of Secretary to the 
Committee. Applicants must be registered medical practitioners with experience of general practice 
under the National Health Service. 

Applicants should be familiar with Committee procedure and have an intimate knowledge of those 
parts of the National Health Service Acts and Regulations chat relate to general practice. 

The successful candidate will be required to enter into a contract of service with the Committee, and 
may be required to undergo a medical examination and join a superannuation scheme. 

Salary scale:- £2250 x £100 x £2750 

(The point of entry into the scale will be determined by the qualifications and experience of the success- 
ful candidate.) Further particulars will be available on application to the Office of the Committee. 

Applications giving all material information and enclosing the names of two referees, with the envelope 
endorsed “Secretary,"’ should be addressed to the Chairman, Middlesex Local Medical 
Committee, Tavistock House North, Tavistock Square, London, W.C.1i, before November 
16th next. 











ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacns of mental trouble; temporary 
tients, and certified patients of both sexes are recei for treatment. Careful clinical, biochemical, bacterio- 
ogical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Ae at Hospital in detached grounds with a +" entrance, to which patients can be 
quipped with all the apparatus for the nvestig: and t of Mental and 

Nervous Disorders by the most modern methods; insulin tr ilable for suitable cases. It contains 
specia) departments for h ~ae ag y by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy ee otch ch Douche, Electrical baths, Plombiéres treatment, &c. There is an 
Operating Theatre, a Dental lemon an X- Ray Room, an Ultra- Violet Apparatus, and a Department for 
Diathermy and High- Frequency tr It ies for biochemical, bacteriological, and 














also 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are Ny apes branch rrp and villas situated in a park and 





farm of 650 acres. Milk, meat, fruit, and veg I from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a } warhaen » of this b he, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. ‘The Hospital has 
its own private bathing | Bove on the seashore. There is trout fishing in the park. 

At all the brancbes of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling om. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpent 

For terms and further particulars apply to the Medical Superintendent (Pelokone: No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 





Civil Service Commission, Canada 
VACANCIES FOR QUALIFIED PSYCHIATRISTS 


Vacancies for qualified Psychiatrists for full-time work in Psychiatric Hospitals and Clinics, Province 
of New Brunswick, Canada. Qualification: A diploma in Psychological Medicine. Salary: Minimum 
$7,170.00 per annum; Maximum—$8,!18.00 per annum; annual increment $300.00 for satisfactory 
service. Full Civil Service benefits, including three weeks’ annual vacation with pay, sick leave credits 
and superannuation. Part-time appointments are available which afford an opportu ity for private 





consulting practice. 

Further information may be obtained by writing to the Chairman, Civil Service Commission, P.O. 
Box 1055, Fredericton, New Brunswick, Canada, or the Director of Mental Health Services, Department 
of Health and Social Services, 658 Queen Street, Fredericton, New Brunswick, Canada. 
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Jilteved Smoking FOR FIRM SUPPORT 


The “ ORYCONOMY ™ 
absorbent filter traps 
moisture, nicotine and 
tar, thus ensuring a 
clean, hygienic and dry 
smoke 


SMOKED BY 
MEDICAL MEN 


































The 
Pao aimee 


| Remploy } 
tripod 


| gong 
Be stick 


This walking-stick, especially designed 
for its job by Remploy, gives remarkable 
confidence and security to its user by its 
firm 3-point contact with the ground. 





New filter 
replaced in a 
second when 
saturated. 





Tle 


DRYCONOMY saian 


17/6 weuoiws (0 Ficrers 


o 
REPLACEMENT FILTERS 6" for 10 
OLD SEASONED BRIAR, GUARANTEED 


if unobtainable from your Tobacconist 
write for nearest stockist 


HARDCASTLE PIPES LTD., LONDON, E.I7| 











Increased 
Interest 
Rate 


33/ 


The stick stands independently by chair 
or bed—ready for use, and easily reached, 
whenever it is wanted. 





It is made in a light alloy in three sizes 
(adult's, intermediate and child's) and the 


Invest today with adjustable handle has a felt padded grip 
HASTINGS and THANET covered in soft leather. 

SUILOING SOCIETY The tripod stick has already proved 

" 

So ap to kg wy = a itself as an invaluable aid to many aged and 
dividend compares with a gross yield of £6.1.9 disabled persons, who would otherwise be 
per cent. where the investor is liable to tax at rl 
the full standard rate. Regular savers carn immobilised. 
4 per cent. net—limit £10 a month. There is ; 
no depreciation of capital and excellent with- We strongly recommend you to keep 
Growl Casiities ase ovaliable. this appliance always in mind for those 


call or write for a copy of our booklet 
“ Profitable Investment.”” 


Hastings and Thanet 


who are under your treatment and care. 
Samples will be gladly sent to anyone with 
such responsibilities, for examination and 








BUILDING SOCIETY trial. 
Established over 100 years REMPLOY LIMITED 
Assets ces ~ ner <ee £1 000,000 Engineering and Hospital Sales Dept., 
29-31 Haveloc ., Hastings Queen St., Ramsgate ’ _ , 
99 Baker St., London, W.! 41 Catherine St., Salisbury Oxgate Lane, Cricklewood, N.W.2. 
3-4 Cecil St., Margate 4 St. George's Place, Canterbur -2 > 
41 Fishergate. Preston 88 Mosley Street, Manchester, 4 Telephone : GLAdstone 8020 


11) New Street, Birmingham, 
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LONDON 


MEDICAL EXHIBITION 


1956 


November 12th to 16th 
Daily from Ila.m. to 6.30p.m. (7.30p.m. Thurs.) 


NEW HALL, 


ROYAL HORTICULTURAL SOCIETY 


Greycoat Street, Westminster, S.W.1. 


Opening Ceremony 


The official opening ceremony will be performed by 
Professor Ian Aird, Ch.M., F.R.C.S., F.R.C.S.Ed., 
Professor of Surgery, University of London; Director, 
Dept. of Surgery, Postgraduate Medical School of 
London, Hammersmith Hospital, and will take place 


at 11.30 a.m., Monday, November 12th. 


The numerous exhibits cover a very extensive field of 
medical interest and will include the latest develop- 
ments in ethical medical products, as well as a most 
interesting and wide range of apparatus of a profes- 
sional nature for the Physician and Surgeon. Attend- 
ance is confined to members of the Medical and allied 
professions. Films of professional interest will be 
shown in the film theatre each day. 

Official personal invitations will be posted to members 
of the Profession, and if not received by November 3rd 
please apply to :— 


The Secretary, 


The fully revised 1956/7 
edition of THE 
LONDON MEDICAL 
HANDBOOK (with 
therapeutic index) will 
be available to 
Exhibition visitors at a 
special price of 2s. 6d. 


LONDON MEDICAL EXHIBITION, 


194-200 Bishopsgate, London, E.C.2. 
Telephone : AVENUE 1444-5 
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Before 


Spencer Abdominal Spring Pad* to serve as a resilient 


Ba Ty 
a? > <a 


After 


child will probably need support permanently. 


Every Spencer Support—for men, women, children 
—is designed to order to meet the prescribed individual needs. 


provides safe, comfort 


able, effective support. 


a — 





) For this ‘‘Polio Child’’ 
SPENCER PROVED HELPFUL 





Case Abstract— 

Female child, age 6, 
suffered acute polio- 
myelitis two years be- 
fore these photographs 
were taken. Note resi- 
dual paralysis of ab- 
dominal muscles, left 
dorsai scoliosis and 
marked lordosis. Also, 
note correction of pos- 
tural line obtained with 
Spencer Support. The 
Support has rigid steels 
each side of spine to 
help prevent further 
development of de- 
formity and includes a 
visceral elevator. This 


for abdomen, back, breasts 


Thus, Spencer 


For further information and Brochure on Spencer Supports write to 


SPENCER (BANBURY) LTD. 


Surgical! 


SPENCER HOUSE 


LONDON: 
MANCHESTER: 
LIVERPOOL: 
LEEDs: 
BRISTOL: 


GLASGOW 
EDINBURGH 


Consulting Manufacturers of 


and Orthopaedic Supports 


BANBURY 


Tel.: Banbury 2265 


Branch Offices 
2 South Audley Street, W.! 
38a King Street, 2 
79 Church Street, | 


Victoria Buildings, Park Cross Street, |! 


(opposite Town Hall steps) 
44a Queens Road, 8 
86 Sc. Vincent Street, C.2 
30a George Street, 2 


OXFORDSHIRE 


Tel.: GROsvenor 4292 
Tel.: BLAckfriars 9075 
Tel.: ROYal 402! 
Tel.: Leeds 3/3082 


Tel.: Bristol 2480! 
Tel.: CENeral 3232 
Tel.: CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEATH SERVICE 
Trained Retailer-Fitters resident throughout the Kingdom. Name and address of nearest Ficter supplied 


Copyright 


on request 
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| additive | anti-inflammatory effects 





side-efects 





In rheumatic disease 3 + aN =9 Cordex 





Cordex combines Delta-Cortef and acetylsalicylic acid to 
provide the additive anti-inflammatory activity of each 
drug, plus the analgesic action of the salicylate. 

With this combination relief of pain is normally afforded in 
24 to 72 hours. In the amount employed, Cordex achieves 
an effect equal to that produced by 2 or more times the 
amount of adrenal steroid alone. This combination permits 
a reduction in the dosage of each component, which results 
in a decrease in undesired side reactions. 

Indicated in : fibrositis, tendinitis, synovitis, myositis, 
bursitis, neuritis, lumbago, painful shoulder, non-articular 
rheumatism, allergic arthritis, osteoarthritis and mild or 
low-grade rheumatoid arthritis. 


Each Corpex tablet contains :— 


Delta-1-hydrocortisone 0.5 mg. 
Prednisolone 


Acetylsalicylic acid 300.0 mg. 


Average dosage 1-2 tablets iour 
times a day. Bottles of 100 tablets. 


CORDEX is at present 
available to hospitals only. 


*Trade mark 


UPJOHN OF ENGLAND LTD. 4 Aldford St., Park Lane, London, W.1. 
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SILICONE 
VASOGEN 


The ONLY UNDILUTED* SILICONE-EMULSION 
Contains 20°, POLYDIMETHYLSILOXANE 


On application, the emulsion breaks down leaving an 
unbroken, non-greasy but water repellent film of silicone, 
*undiluted by other oils or fats. 





The extensive use of Silicone Vasogen in Hospitals‘ to 
control bedsores (and to save nurses’ time on ‘back 
rounds’) is a large scale example of its capacity to protect 
skin from irritants contained in water, aqueous liquids, 
body fluids, exudations, etc. 


Silicone Vasogen has been used with success in a large 
range of skin conditions, from the humble but trouble- 
some napkin rash* and sore nipples to colostomies and 
the skin around supra pubic wounds generally. 


IN 20 gm TUBES AND 500 gm JARS 


Samples are available for clinical trial 


LACTAGOL LTD. 


421 LONDON ROAD - MITCHAM - SURREY 


1 British Medical Journal, March 10, 1956. 
2 British Medical Journal, May 19, i956 
“The Principles and Practice of Surgical Nursing”. 
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Three good points 


| which qualify HYPON TABLETS as the leading Analgesic and Antipyretic 


Analgesic and Antipyretic: In- 
dicated for the relief of pain 
associated with Rheumatism, 
Spastic Dysmenorrhea 
Neuralgia, Headaches and all 
conditions which call for a 
balanced Analgesic and Anti- 
pyretic, 


Rapidly effective: Quickly 
absorbed and easily assimi- 


a= two more... 


4 


Non-depressive: Distressing side 
effects normally associated with ad- 
ministration of aspirin, phenacetin 
and codeine are counteracted by a 
therapeutic dose of caffeine. 
Non-constipating: A minima! dose 
of phenolphthalein is introduced to 
prevent constipation. 


FORMULA: Acid. Acetylsalicyl B.P.—40.22°,,; 
Phenacet. B.P.—48.00% ; Caffein. B.P.—2.00% ; Codeine 
Phosph. B.P.—0.99%,; Phenolphthal B.P.—1.04%,; 


lated. Rapid disintegration 
ensuring quick relief from 
pain and maximum thera- 
peutic value. 


Prolon; Action: The bal- 


anced formula provides a high 
degree of synergistic action 
ensuring full therapeutic effect 
over a prolonged period. 

















HYPON 
TABLETS 


Excip.—7.75%4 each tablet 8 grains) 





CREWE: 


Telephone 
Crewe 3251-5 


LONDON: 


2 Mansfield Street W1 
Tel.: LANgham 8038-9 


CALMIC LIMITED 
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INTRAMUSCULAR IRON 





Widespread, Accoptimer.... 


“The Lron given parenterally was absorbed 
from the intramuscular site and utilised.’"! 


“Utilisation for haemoglobin production 
was extremely good.’ 


“In every patient a satisfactory rise in the 
haemoglobin took place.'’3 


“....all the patients in the series develop- 
ed a vigorous sense of well- being which 
contrasted very strikingly with their pre- 
vious chronic ill-health."’3 


“From the present series it appears that 
this new iron-dextran complex is a notable 
advance in the treatment of the iron- 
deficiency of pregnancy.’’4 


3. B.M.J.. 1954, 2, 1255. 
4. LANCET, 1954. 2, 1245 


1. LANCET, 1964, 2, 942 
2 B.MJ., 1964, 2, 1257 


IMFEROR 18 THE FIRST 

EFFECTIVE IRON PREPARATION 

FOR INTRAMUSCULAR INJECTION. 

IT PRovipEs the rapid, reliable response of 
an order hitherto only obtainable with 
intravenous preparations; and it takes 
much less time to administer. 

IMFERON 18 indicated for the patient who 
is refractory to, or intolerant of, oral iron 
and when a rapid response is required, as in 
anaemia of pregnancy 


TECHNIQUE. 
“It was obvious during this study that 
the skil! and care of the person giving the 
injections does much to minimise loca) 
discomfort and staining. and it is 
significant that only two patients 
failed to attend for further 
injections.” 

‘LANCET. 1964. 2, 1245). 








=y> 








ampoules 2mi. (100 mg. Fe) bores 10 and 100 amPpouLes 5 mi. (250 mg. Fe) bores 5 and 50 
FULLY DSCRIPTIVE LITERATURE, including dosage Calculator. on request 
A Technical Information Service is at your disposal. 


BENGER LABORATORIES LIMITED 


HOLMES CHAPEL 
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PRooUCcrT 


CHESHIRE 
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PEPTIC ULCERS 





Pursuing his normal (pH) business 


Benjamin McDougall, Esq., is a typical 
hard-pressed businessman. Year after 
year he carries a heavy burden of worry- 
ing responsibility. Peptic ulcers trouble 
him at intervals and the threat of them 
is always present. 


A clear case for ALUPHOS TABLETS. 
Aluphos Tablets, alone of common ant- 
acids, buffer the gastric secretion to 
PH 2.0—2.5—a normal value at which 
peptic digestion is not inhibited. As 
a buffer, Aluphos Tablets act quickly, 


one or two tablets will remain effective 
for several hours. 


Aluphos Tablets cannot cause ‘acid re- 
bound’ and there is no risk of alkalosis. 
They are non-constipating. 


Mr. McDougall will appreciate Aluphos 
Tablets because they are palatable, 
portable and efficient. 


Aluphos Tablets are economical — the 
basic N.H.S. price is 2/7d. per box of 
50 tablets. 


A clear case for ALUPHOS TABLETS 


BENGER LABORATORIES LIMITED 





* HOLMES CHAPEL - 
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CHESHIRE PRODUCT 
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BENYLIN EXPECTORANT* is a rational 






and effective preparation containing 
" Benadryl* and expectorants for the 
r e | ] e f relief of cough associated with 
irritative and congestive conditions of 
the respiratory tract. It inhibits the 
0 f cough reflex, alleviates congestive 
symptoms, such as nasal stuffiness, 
and exerts a soothing effect on the 
upper respiratory mucosa. Benylin 
Expectorant is presented as a pleasant 
raspberry-flavoured syrup, and as it is 
free from opiates is suitable for 
children as well as adults. 
*Trade Mark 


df) a 


Benylin Expectorant 


cay demulcent - decongestant 


* 
: . Supplied in bottles of 4, 16 and 80 fl. ozs. 


Parke, Davis & Company Ltd. (inc. U.S.A) Hounslow, Middx. Tel.: Hounslow 236! 
234 
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THEODROX [gaye 


Brit. Pat. 72783! 












oral aminophylline therapy ... 
by producing High Blood Levels 
without gastric distress 







BLOOD LEVELS OF AMINOPHYLLINE (expressed os theophylline) 
— produced by three methods 









of Blood 


Micrograms per 100 cc 
oS 88888388 


0 1 2 3 4hes Le | 2 3 4hes ee 2 3 4he 





INTRAMUSCULAR INTRAVENOUS ORAL 
THEODROX TABLETS 
tor. 4er. 
Soe" SB a 2 
. equivalent to égr. 
Aminophyiline Aminophylline (0.4gm.) Aminophyliine 





The valuable properties of aminophylline can now be utilized 
to the full, simply and effectively—by the ora/ administration 
of “Theodrox’. The serious disadvantage associated with the 

oral dosage of p/ain aminophylline—acute gastric distress— INDICATIONS 
has been overcome. A high blood level of the active com- 

ponent, theophylline—such as could be obtained satisfactorily For the treatment of Broun- 
only by parenteral administration—is now possible. “‘Theodrox’ , 
contains aminophylline combined with specially prepared chial or Cardiac Asthma; 


aluminium hydroxide, and gastric discomfort is reduced to a A : “ongesti 
minimum. When a degree of sedation is also required, tablets as a diuretic in C — 
of ‘Theodrox’ With Phenobarbitone (containing gr. 4 Heart Failure; as a 


phenobarbitone) are indicated. 


rn supplement to emergency 
‘Theodrox’ tablets each contain gr. 3 aminophylline, 

and both forms of ‘Theodrox’ are available in bottles treatment in Status Asth- 
of 25, 100 and 1,000. maticus; Angina Pectoris. 


a *THEODROX’ is a Registered Trade Mark of 


( RIKER ) RIKER LABORATORIES LIMITED 


LOUGHBOROUGH LEICS. 
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The use of stabilized Trypsin 


A NEW TREATMENT 


FOR ULCERS 








eI 


ABRASIONS 
BURNS 


\ 


\ 


PYODERMIAS 


ANY MEDICAL PRACTITIONER knows how 
stubbornly resistant to any therapy a long- 
standing varicose ulcer can be. The reason is 
partly the diminished blood supply, but more 
perhaps the formation of a pus-containing 
layer and of crusts which cover the ulcer and 
impede the healing process. Similar difficul- 
ties are often encountered in the treatment of 
wounds and abrasions. 


PROTEOLYTIC ACTION 


It has long been known that the proteolytic 
enzyme Trypsin could digest crusts by the 
process of physiological currettage. The diffi- 
culty has been to incorporate the trypsin in a 
stable preparation. In Biotrase trypsin re- 
mains active physiologically for over one year. 
A certificate of stability has been issued by a 
leading Institute of Bio-chemistry. It rapidly 
dissolves crusts and scabs and leaves a clean. 
granulating surface. 

Biotrase has been designed by Lloyd-Hamol 
of London and Zurich for the treatment of 
infected skin lesions. Apart from trypsin, it 
contains two new antiseptic agents of proved 
bacteriolytic p.c periies, Ca- N-Hydroxymeth- 


Biotrase 












\ 


BY 


ylglutaminate and 2,2! thiobis-(4,6-dichloro- 
phenol) designated bithionol, both of which 
are effective against a wide range of 
gram-positive and gram-negative pathogenic 
organisms and do not cause skin sensitivity. 
Biotrase also contains Carbamide, included 
for its buffering properties. 


INDICATIONS FOR USE 
Biotrase may be used wherever there is an 
infected—or potentially infected—breach of 
surface of the skin. Common conditions for 
its use include the following: Varicose, diab- 
etic and post-thrombotic ulcers; wounds, and 
second and third degree burns; infected and 
necrotic skin conditions, including pyoder- 
mias ; boilsand carbuncles(following incision). 





COMPOSITION OF BIOTRASE 


Trypsin pur. 0.16% 
Ca-N-Hydroxymethylglutaminate 5.00°, 
2.21 thiobis-(4,6-dichlorophenol) 0.50, 
Carbamide B.P 5.00°, 


In polyethylene glycol 








Biotrase is available in 35g. tubes at a basic N.H.S 
price of 3/9d. plus Purchase Tax. Samples and litera- 
ture are available to medical practitioners on request 





‘Biotrase’ is a registered trade mark of Ws 
LLOYD-HAMOL LIMITED 
11 Waterloo Place, London, S.W.1. 


WF 
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*QHOLEDYL 
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What is Choledyl ? 


Choledy!l (choline theophyllin- 
ate), is a completely new 
approach to oral theophylline 
therapy. It is a stable, true, 
chemical compound. Choledyl 
: is clinically superior to oralam- | 
The saad advantages inophylline and provides a pre- | 
of Choledyl therapy  dictable therapeutic response. | 




























@ STABLE COMPARISON OF THEOPHYLLINE BLOOD 

@ FIVE TIMES LEVELS FOLLOWING A SINGLE ORAL DOSE OF 
MORE SOLUBLE 800 mg. CHOLEDYL AND FOLLOWING A SINGLE 
THAN AMINOPHYLLINE ORAL DOSE OF 800 mg. AMINOPHYLLINE. 

] 

@ RELATIVELY FREE g'° 
FROM SIDE-EFFECTS % LO CNOLEDYL 

@ HIGH THEOPHYLLINE Bos ft nn OasesOrenend 
BLOOD LEVELS : oO AMINOPHYLLINE 

@ AVOIDS TENDENCY TO 3° <0 20 80 0 | 
DEVELOP DRUG TOLERANCE TIME IN MINUTES 

PRESENTATION 


Choledyl is available in tablet form in two strengths 
each tablet containing Choline Theophyllinate, 


100 mg. (coloured pink) or 200 mg. (coloured yellow) 
Supplied in bottles of 100 and 500 tablets 
@ Literature and Sample on application 


MANUFACTURED IN ENGLAND 
Sunder licence from NEPERA CHEMICAL ©O. INC. NEW YORK, owners of the trade mark and United Kingdom 
(56 245 


patent No. 736,443 











PAYMONY 
SHEPPARD 








RELIEF 


Toclase, a pleasantly flavoured brand of carbetapentane citrate, 
relieves dry, unproductive cough. This action is selective and has 
been described as appreciably more potent than that of codeine 
phosphate. Toclase does not interfere with the normal expulsion 
of accumulated fluid secretions that is essential to the health of 


the respiratory passages. It is completely non-toxic, and has no 


POCLASE 


Brand of Carbetapentane Citrate 


eE> PFIZER LTD., FOLKESTONE, KENT * Registered Trade Mark 


side effects 
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TREATING THE COMMON COLD 


. 


a? : 
. 
isin Vt eeetg ay 4 


“a . ee 

t Boxe: % Beaten 
¥ aks hp OF << 

‘ _- 


“,.. pull out the plug now, dear, 






or you'll catch a worse cold ...”’ ' 
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Tyzanol 


restores normal drainage 


and prevents complications 


TYZANOL is a uniquely effective nasal decongestant. 
By shrinking the nasal mucosa and allowing the 
cilia to resume their normal function Tyzanot 
comforts the patient and reduces the risk of 
secondary bacterial infection. Since the effect of 
TYZANOL persists for some hours its use at bedtime 
allows the patient a full night’s sleep. And the 
TyzaNot Spray Pack, unlike that geyser, is 
guarantced not to explode. 


1 NANNY, et al. ( Trad.) Kensington Legends 
Pfizer) Pfizer Ltd - Folkestone - Kent 


* Trade Mark of Chas. Phzer & Co., In 




























PATIENTS 
WHOSE WORRIES 
GET OUT OF 
PROPORTION 


Atarax 
hydroxyzine) is 
non-toxic and 
free from major 


side-effects 


atarax 
atarax 
atarax 


(hydroxyzine) 





Atarax restores a sense of propor 
tion in those people who find the 
normal worries and vexations of 


life too much for them. It does not 


lessen patients’ mental acuity or cloud 


their consciousness in any way 


The usual dose is 10 to 
20mg. and may be repeated 
every 6 hours. Dosage 
should follow meals 


or, if at bedtime, should 
be accompanied by a PFIZER LTD. 


ieee: ee 
small amount of food. TORRES, ENS 
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Csastric | 


Irritation 





AND aspirin 


Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Catcium ASPIRIN .. . can be used with impunity, especially if pre- 


99 


scribed in soluble form. 


British Medical Journal, July 2nd, 1955 


SOLPRI N provides calcium aspirin in pure and stable form 
co DIS is a compound tablet that provides codeine and 


phenacetin, and calcium aspirin which replaces 
the ordinary aspirin in tab. codein. co. B.P 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT &@ COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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Milk-alkali drip 


therapy without a tube 


NULACIN 





The most effective control of gastric 
acidity is by milk-alkali drip therapy; 
the most convenient way of obtaining 
milk-alkali drip therapy is by suck- 
ing Nulacin tablets. 

Thus, Nulacin is of great value in 
the treatment of peptic ulcer in the 
ambulatory patient, and in the pre- 


to dissolve slowly in the mouth, 
control of gastric acidity can be 
achieved. Up to three tablets an 
hour may be required to give con- 
tinuous neutralization of the gastric 
contents. 

Nulacin tablets are not advertised 
to the public, have no B.P. equiva- 


lent, and may be prescribed on 
E.C.10. The dispensing pack of 25 
tablets is free of Purchase Tax. 
(Price to Pharmacists is 2/-.) Also 
available in tubes of 12. 

Nulacin is available throughout 
the British Commonwealth, in the 
U.S.A. and in many other countries. 


vention of ulcer relapse. 

Nulacin tablets are prepared from 
whole milk combined with dextrins 
and maltose, and incorporate Mag- 
nesium trisilicate 3.5 grs; Magnesium 
oxide 2.0 grs; Calcium carbon- 
ate 2.0 grs; Magnesium carbonate 
0.5 grs; Ol. menth. pip. q.s. Their 





shape, size and consistency are It is known as Nulactin in Canada 
such that, when they are allowed and Sweden. 
BIBLIOGRAPHY: 


The Control of Gastric Acidity. Brit. Med. J. 26th July, 1952, 2: 180-182. 
Medical Treatment of Peptic Ulcer. Med. Press 27th February, 1952, 227: 
195-199. Notes on Remedial Agents. Med. Rev. September, 1952, 46: 162. 
Discussion on Peptic Ulceration. Proc. Roy. Soc. Med. May 1953, 46: 354. 
i The Effect on Gastric Acidity of “Nulacin” tablets. Med. J. Aust. 28th Nov- 
ember, 1953, 2: 823-824. Control of Gastric Acidity by a New Way of Ant- 
acid Administration. J. Lab. Clin. Med. 1953, 42: 955. Further Studies on 
the Reduction of Gastric Acidity. Brit. Med. J. 23rd January, 1954, 1: 183- 
184. Clinical Investigation into the Action of Antacids. The Practitioner July, 
1954, 173: 46. Management of Peptic Ulceration in General Practice. Med. 
World December, 1954, 81: 591-601. Ambulatory continuous Drip Method 
in the Treatment of Peptic Ulcer. Amer. J. Dig. Dis. March, 1955, 22: 67-71. 
Notes on Remedial Agents. Med. Rev. October, 1955, 49: 142. Antacids in 
Peptic Ulcer. The Practitioner, January, 1956, 176: 103. 











Samples available on request 
HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed *‘ Clinitest” Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest” Reagent Tablets for the detection 
of Ketonuria. With * Clinitest * and “Acetest’ 
Reagent Tablets, reliable routine sugar and 





CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 


tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 






acetone tests can be carried out simultane- 
ously in one minute! 


The advantages of 


ACETEST 


Reagent Tablets 

Quick and reliable, a single tablet provides al! 

the reagents to perform a test. Low cost 

permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients. 

No danger of false positives with normal urine. 

No caustic reagents. 

TO PERFORM A TEST: 

1 Put 1 drop of urine on tablet. 

2 Take at 30 seconds. 
Compare tablet to colour 
chart provided. 

3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 
tablets with colour scale. 
*Acetest" Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 

(with colour scale). 

REFERENCES 
1954) ‘Clima! Tests for Ketonuria’, 
‘Lancet’ April 17th, pp. 801/604 
(1954) Medicine Illustrated’ 
lay, p. 289 
(1954) Practical Clinical : eed 
Heinemann, p. 


1954) Clinica! Tests for RE 
‘Lancet’. July VW0th, p. 95 
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THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, W.1. Tel: REG 532! 
Orders for Ames Products should continue to be sent 
to the sole distributors for United Kingdom and Eire 


DON S&S. MOMAND LTD. 
58 Albany St., London, NWI 
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But there are other ways— 
in dealing with seborrhoea capitis 


Simple seborrhoea can be brought under control by the weekly 
use of Genisol, applied in the manner of a shampoo. Genisol 
has been formulated to remove the loose scales, at the same 
time stimulating the production of normal tissue: the inclusion 
of hexachlorophene prevents aggravation of the condition by 
bacterial invasion. 

Persistent seborrhoea capitis quickly responds to the com- 
bined treatment of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous partings in the 
hair, followed by frequent applications of Genisol as directed. 


Genisol and Sebigen Prescridable on E.C.10 


Genatosan Limited, Loughborough, Leicestershire. 
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Cheyne-Stokes 
Respiration 


Cardiac failure 
Bronchospasm 


Oedema 


A CLEAR CASE FOR CARDOPHYLIN. IT IS PRESENTED in tablets, supposi- 
Best known and most widely used of tories, and ampoules for intravenous 
the purine derivatives, Cardophylin and intramuscular administration. 

is the one drug which combines four |) 

methods of treating heart failure. It 
is a respiratory stimulant; it con- 





FULLY DESCRIPTIVE LITERATURE 
is available and a Technical In- 


— a 


trols bronchospasm; it increases [7 formation Service is always at 
coronary flow; and it is a diuretic. } i-™,__ your disposal. 
Bae 


A clear case for Cardophytin 


Mark 








a 


BEN } 
Manufactured by WHIF FEN & SONS LIMITED and distributed by GER 


PRODUCT 





BENGER LABORATORIES LIMITED- HOLMES CHAPEL- CHESHIRE 
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LOCAL ANAESTHESIA 





INFILTRATION ANAESTHESIA de- 
mands a satisfactory spread of 
anaesthetic solution. It is especially 
valuable in the outpatient depart- 
ment in cases where general anaes- 
thesia is contra-indicated. 


A CLEAR CASE FOR HYALASE, the 
enzyme hyaluronidase. 


HYALASE greatly enhances the 
spread and absorption of the anaes- 
thetic. It can be easily combined with 
the local anaesthetic with or without 
adrenaline, producing a greater area 
of anaesthesia of satisfactory dura- 
tion. 


HYALASE can be successfully ap- 
plied whenever infiltration anaes- 
thesia is the method of choice. 


FULLY-DESCRIPTIVE 
LITERATURE is available 
and a Technical Informa- 
tion Service is always 
at your disposal. 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE 
PRODUCT 
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*TRADE MARK 


promises much in meatal illness 


The virtues of Mittown as a powerful yet safe tranquillizer in the psychoneuroses 
are already widely recognised. Preliminary experience with the drug in psychotic 
patients now indicates that it may play an important part in the treatment of 
mental disease. In a dosage higher than that used for the psychoneuroses, 
Mittown may benefit delusional, assaultive, noisy and hallucinated patients, 
restoring well-being, calmness and serenity. Some manic-depressives and hypo- 
maniacs have also been favourably affected by the drug. 

Mittown has been used successfully as a premedication in E.C.T. and as a 
valuable aid in psychotherapy. It has not been reported to elicit suicidal ten- 
dencies. The low incidence of side effects and a low toxicity are notable feacures 
in therapy with Mimtrown. The drug has been given over long periods to 
psychotic patients without ill effects. 





















































MErROBAMATE 


MILTOWN is the one tranquillizer that relaxes both mind and 


Mittown Meprobamate is 2-methyl-2-n-propyl-1, 3-propanediol dicarbamate. 


Bottles of 50 and 500. 400 mg. tablets 
LEDERLE LABORATORIES DIVISION 


(yanamid prooucrs ue LONDON, W.Cc.2 
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always effective 


A problem with antibiotics is that resistant strains of micro-organisms tend to 
develop. Tyrothricin, the antibiotic in Tyrosolven does not have this drawback. 


Produced from strains of B. Brevis, Tyrothricin is always effective against a 
wide range of pathogenic bacteria —in fact no pathogenic organisms have 
been shown to become resistant to it. 


This quality, combined with the fact that patients do not become sensitized 
to Tyrothricin, ensures that it will remain a most effective oral antibiotic in 
cases of stomatitis, tonsillitis, and as a prophylactic against influenza and 
other throat infections. 


* Fermula: Tyrothricin 1 mg., benzocaine 5 mg. 


* Dose: One lozenge every hour till relief is obtained, then 1 lozenge 
every 3 hours. 


* Packing: Packs of 20 lozenges. Dispensing bottles of 250 lozenges 
supplied to chemists. 


Tyrosolven 


TRADE MARK 





WILLIAM R. WARNER & CO. LTD. POWER ROAD, LONDON, W.4 








FIRST oral trichomonacide 


TRITHEON”’ 


TRADE MARK 


BRAND OF AMINITROZOLE "I" AV EE ETS 


for male and female 


Because of their systemic action, TarrHeon tablets reach resistant 
trichomonads in their hiding places throughout the genito-urinary tract. 
Unlike local trichomonacides, TaiTHEOn tablets eradicate the 

organism in male and female as proved by negative culture. 


Clinical investigation has demonstrated that TRITHEON tablets 
administered orally eradicate trichomonads for culture-proved cure of 
more than 70 per cent of female patients whose husbands are treated 
simultaneously with TriTHEON tablets. Even when only the wife is 
treated, cures are effected in approximately one-third of the patients. 


Dosage : One tablet three times daily for 10 days 
Available : Botties of 30, 180 and 1000 tablets ; each tablet contains 
100mg 2-acetylamino-5-nitrothiazole 


LITERATURE ON REQUEST 





Ortho Pharmaceutical Limited - High Wycombe - England 


TRITHEON is the original brand of 2-acetylamino-5-nitrothiazole tablets developed 


in the Ortho Research Foundation for the oral treatment of trichomonias 
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EURAX antTiPpRuRITIC 


REGD TRADE MARK 


Ointment and Lotion 


Prompt relief - Prolonged effect 


Eurax—containing 
10°, crotonyl-N-ethyl-o-toluidide 
in a non-greasy base is the ideal 
antipruritic agent for the symptomatic 
relief of pruritus and itching dermatosis, 


affording prompt relief for 6 to 10 hours. 


Available as an ointment in 1 and 4 oz. 
tubes, | lb. jars and as a lotion in 
bottles of 2, 4 and 16 0z. Prescribable 

on N.H.S. Form E.C.10. 


GEIGY PHARMACEUTICAL COMPANY LTD. 
Wythenshawe, MANCHESTER, 23 
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BENZEDREX INHALER 


e 


replaces 


Benzedrine 
Inhaler 
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Benzedrex Inhaler is effective ‘Benzedrex’ 
Inhaler provides initial relief from nasal congestion 
within seconds. Five minutes after inhalation 
shrinkage of the nasal mucosa is complete. Even with gross engorgement 
shrinkage remains adequate for over 1} hours. 

Benzedrex Inhaler is specific The active ingredient in ‘Benzedrex’ 
Inhaler is a new compound—propylhexedrine—that is remarkable for its 
highly specific vasoconstrictive action. Unlike amphetamine, propylhexe- 
drine produces virtually no central nervous stimulation. 

Benzedrex Inhaler is safe Because its vasoconstrictive action is un- 
complicated by central nervous stimulation, ‘Benzedrex’ Inhaler may be 
freely used even by those patients in whom sympathomimetic drugs often 
cause insomnia, restlessness or nervousness. Even massive overdosage does 

















not result in central nervous stimulation. 


NEW AND BETTER...BENZEDREX INHALER 


SKF’s new and better volatile vasoconstrictor 


Smith Kline & French represented by Menley & James, Ltd., London S.E.5 Tel: BRIixton 7851f 


‘Benzedrex’ and ‘Benzedrine’ are registered trade marks 


axPl06 (col) 
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Ud hand for Subjhamtnathine 


Sulphadimidine BP.) 











When prescribing, most doctors prefer short 

words. So to save your time, and because so much 
‘Sulphamezathine’ is prescribed, we have 

registered the abbreviation ‘S-MEZ’. You can 

now use this shortened version officially, 

knowing that ‘Sulphamezathine’ will be dispensed. 
‘Sulphamezathine’—or‘*S-MEZ’; they both stand for 
sulphadimidine. But ‘S-MEZ’ is quicker to write, 
and actually cheaper to prescribe, 


than sulphadimidine. 


{IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., WILMSLOW, CHESHIRE 
Ph.666 A subsidiary company of Imperial Chemical Industries Limited 
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. »- COVERS THE WHOLE OF THE BACK OF THE HAND 


These photographs, taken under ultra-violet light, give visible proof of 
the superb spreading power, and economy, of Ef-Cortelan Skin Lotion. 
To aid photography a fluorescent dye was added—usually the thin film of 
lotion is invisible after application. 


Why the spreading power of Ef-Cortelan Skin Lotion counts so much 
@ It penetrates deeply. Therefore the 4% lotion is as effective as a 1% ointment. 
@ It spreads smoothly without a hint of friction. 


@ It spreads evenly—a little goes a long way. 


GLAXO EF-CORTELAN SKIN LOTION 


Trade Mark 


0.5. and 1% hydrocortisone alcohol in non-greasy fluid base. In 20 cc. squeere bottles. 


Also available: non-greasy and greasy ointments ; ointment with neomycin. 


GLAXO LABORATORIES LTD. GREENFORD, MIDDLESEX BYRon 3434 
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RELIEF OF 


ALLERGY 


BENADRYL*—a pioneer in the field of antihistamine therapy 
—successfully continues to counteract and moderate the effects 
of allergy. It brings relief to sufferers from hay-fever, vaso- 
motor rhinitis, angioneurotic oedema and urticaria, and is 
also of value in skin affections and pruritic conditions asso- 
ciated with allergy. The Parke-Davis range of BENADRYL 
products provides for oral administration, topical and oph- 
thalmic application, and offers also a solution for injection, 
where, in acute allergic conditions, rapid action is required 
* Trade Mark 


Benadryl Capsules « Benadryl Ophthalmic 
Benadry! Elixir - Benylin Expectorant - Benadryl! Cream 
Benadryl Emplets ~- Caladryl Cream and Lotion 
Bena-Fedrin Nasal Decongestant 


BENADRYL 


a successful antihistamine 


1D: 





Parke, Davis & Company, Ltd 


(inc. U.S.A.) HOUNSLOW, MIDDLESEX 
Tel: bounsiow 236! 





Does Treatment create Abnormalities? 


66 GOT instant relief: digestion returned to normal within a week.” 

Such a report by a patient would certainly give his doctor satisfaction. 

But in a case of peptic ulcer, where the treatment has been with an 

antacid, have we the right to be so uncritically confident? All body 

functions are delicately balanced, and gastric function is no exception. 
In the period of symptoms, there may have been too much acid—an 
abnormality. A strong antacid will relieve pain, but if too much acid has 
become too little acid, we again have abnormality—an abnormality 
moreover, which may stimulate further acid secretion and eventually render 
permanent an otherwise temporary disability. 

Such an abnormality cannot be accepted merely because it is 
not associated with symptoms. The pain of appendicitis can be killed with 
morphia, but this does not cure the appendicitis. Can one be sure that the 
patient’s response to treatment with an antacid is not actually associated 
with a further disturbance of gastric function? Does the subjective 
response truly reflect the actual conditions in the stomach? 

The one safe antacid therapy in the present state of knowledge is that 
which restores gastric acidity to normal and at the same time prevents auto- 
lytic digestion. The only satisfactory compound known to us which does this 
is Bismuth Aluminate Bi, (Al,O,);. 10H,O, now available to the medical 
profession under the name Bislumina. This preparation has been placed in 
Category 3 by The Ministry of Health Standing Joint Committee and is 
prescribable on Form E.C.10. 


RESEARCH DEPARTMENT + MINING & CHEMICAL PRODUCTS LTD - 86 STRAND, LONDON, WC2 
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TAMDAX encourages women to lead a 


Professional samples and 
literature will gladly be 
supplied by Medical Dept., 


normal life during the monthly period. It 
brings a higher standard of hygiene, and 
increased personal comfort (elimination 


of Tampax Ltd., Belvue Road, 
chafing, belts, pins and pads) which results in Northolt, Greenford, 
a greater sense of physical and mental freedom. Middlesex. 





SANITARY PROTECTION WORN INTERNALLY 
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a positive advance 
in theophylline therapy 





ETO 


@ A pure chemical compound — 
theophylline ethanoate of piperazine 


@ Soluble — Stable — Neutral 
@ Seven times less toxic than theophylline itself 


@ Freely tolerated orally for long-term therapy without 
nausea, vomiting or gastric disturbance 


@ Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


PHYLATE 


Clinical reports and samples gladly sent on request 





lresentation: Tablets, 250 mg., in bottles of 25, 100 and 500. 
Suppositories, 500 mg., in boxes of 12 and 144. 
Ampoules, 500 mg. in 5 cc., in boxes of 6 and 50. 


Etophylate is also available with phenobarbitone and papaverin 


RONA LABORATORIES 
12-13 Molyneux Street, London, W.1! AMBassador 4437 
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Relief of 
Rheumatic Pain in 
General Practice 


| Large dose aspirin toxicity overcome 
All forms of rheumatism can now be 
relieved promptly by massive aspirin 
dosage without fear of toxicity. The Berex 
formulation of aspirin (3-7 gr.) and calcium 
succinate (2°8 gr.) overcomes this problem. 
Patients can safely administer the drug 
themselves. Supervision is unnecessary. 


2 Side-effects fewer and milder 


Even after prolonged dosage, Berex pro- 
duces no toxic effects. Prothrombin level 
is maintained; there is no hemorrhagic 
tendency.* Prolonged relief can be enjoyed 
in safety. The patient reduces the initial 
high dosage as soon as pain diminishes. 
Side effects, if present, are fewer, milder. 


3 Encourages tissue respiration 

Experimentally, by Warburg test, it has been 
shown that the inhibitory action of salicylate 
on tissue respiration is completely offset 
when it is combined with succinate. 
Succinate encourages cellular respiration 
and stimulates the respiratory enzyme 
systems. It is to this stimulating action that 
the beneficial effect of succinate is attributed. 


* “ No abnormal prolongation of prothrombin 
time even after 68 days of succinate-salicylate.” 
“The results also show that this succinate-salicylate 
formulation combines safety and efficacy, per- 
mitting wide use both for treatment and maintenance 
without the excessive supervision required in many 
other forms of therapy.” 

Delaware State Med. J., 1954, 26, 22. 





PROMPT RELIEF of all rheumatic pains by 


“ > | a 
massive asjirin dosage is now made safe 
y” by the Berex succinate-aspirin formulation. 
4 Pro‘onged dosage does not lower the pro- 


ade Mork thrombin level, and does not therefore 
produce haemorrhagic tendency. 


FOR PROMPT RELIEF OF PAIN FORMULA: Calcium succinate 2.8 gr., acetyl- 
salicylic acid 3.7 gr. 


IN TABLET FORM: basic N.H.S. price, 4/84d. 
ASSOCIATED WITH = __ 1 tablets; 24/3d. — 600 tablets. 


ALL FORMS OF RHEUMATISM Berex has never been advertised to the public 


A professional sample will be sent on request to: 


MEDICAL DEPARTMENT: CLINOD PHARMACEUTICALS LTD., 
BELVUE ROAD, NORTHOL* GREENFORD, MIDDLESEX 
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for the 
harassed 
patient 
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Smoothly and unobtrusively 
*Drinamyl Spansule’ gives the haras- 


sed housewife, the overworked business 


man or the menopausal woman day-long relief Qa 
from tension —with just one oral dose, *Drinamy! i 


Spansule’ does not tempt the patient to es- 


tablish the melancholy t.i.d. or q.d. habit of 


taking ‘another pill to keep me going’. 
Harassment and worry are replaced a 
by a day-long mood of 
calm composure, 
‘Drinamyl Spansule’ sustained release capsules 
Strength No. 1: each capsule contains 10 mg. 
* Dexedrine’ (dextro-amphetamine sulphate) and 
64 mg. (gr. 1) amylobarbitone. 
Strength No. 2: each capsule contains 15 mg. 
* Dexedrine’ (dextro-amphetamine sulphate) and 
aS 97 mg. (gr. 1}) amylobarbitone. 
(3 Both strengths in containers of 30 capsules 
sy i * a $ > 
ts % bJ it te 


@) Smith Kline & French 


represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 


SUPLP66 (col) 
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A NEW 


ORAL 
CHEMOTHERAPEUTIC 
FOR 

TUBERCULOSIS 


A new chemical compound formed 
by the combination of INH and 
PAS in molecular proportions 





DIPASIC IS AVAILABLE FOR INVESTIGATION 


LITERATURE ON THERAPY 
AND DOSAGE 
ON REQUEST 


TABLETS OF 100 mg. OF ISONICOTINIC ACID 
HYDRAZIDE-P -AMINOSALICYLATE 


BENGUE & Co. Ltd. manuracrurinc cHemsrs 


MOUNT PLEASANT ~- ALPERTON - WEMBLEY - MIDDLESEX 


Benyue & Ce itd make “ Dipasic™ evoilable in the United Kingdom by arrangement with Ed 
Gerstlich Sons Ltd.. Wolhusen (Switzeriand). 
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Patients who suffer from 
obesity usually have an 
excessive desire for food. 
They live to eat. Of course 
they want to lose weight. 
And they do try. But their 
love of food, their hunger 
pangs, and their lack of will 
power are all too great. These 
are the patients PrecupINn can 
really help because it does not 
destroy the taste for food, does 
not demand a Spartan diet, 
but does allow the patient to 
eat most foods yet still lose 
weight because the appetite 
is satisfied sooner 






Satisfied sooner. — 


PRELUDIN is a powerful appetite 
controlling agent. It acts quickly 
and effectively —without risk— 
by restraining the patients’ 
appetite. It strengthens adherence 
to a prescribed diet. It breaks the 
psychogenic overeating habit. And 
it enables the patient to lose weight 
safely and without mental strain. 
PRELUDIN, in recommended 
dosage, does not raise the blood 
pressure, and does not create 
excessive mental stimulation. It is 
the prescription of choice in ail cases 
of obesity—especially those with 
cardiovascular disorders—because 
it reduces the risk of reducing. 





















...- shedding stones safely with 


PRELUDIN 


brand of 2-pheny!-3-methy!-tetrahydro-!. 
4oxaune-hydrochior: 


the appetite controlling agent 
that makes dieting easier 


Manufactured and Distributed in England by Phzer Lid., Folkestone, Kent, tor 
C. H. Boehringer Sohn, Ingelheim am Rhein 
Registered tor. the Trade Mark 
Catned pregitan Gf Gs Take Stes © Regd. Trade Marb 
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In two years Becantyl has 
become an established 
treatment for useless cough— 





Especially with 
children and old people. 
No side-effects 


Unrelated to morphine derivatives or guaiacol and with none of their disadvantages, 
Becantyl suppresses useless cough. The active ingredient in Becantyl is Sodium-2: 
6-ditertiarybutylnaphthalene monosulphonate. This chemical, which does not cause 
constipation, anorexia, drowsiness or other side-effects, is the result of original 
research. 
These characteristics make Becantyl especially valuable for the treatment of 
useless cough in children and old people. 
Becanty! is available in 4 fluid-ounce bottles, and also in 40 fluid-ounce and 80 
fluid-ounce dispensing bottles. 
The suggested doses are:— 
Adults: 2 teaspoonfuls 
Children: 3—6 years: % teaspoonful 
7—15 years; 4—1 teaspoonful 
three times a day or as prescribed. 
Becantyl has no B.P. or N.F. equivalent, is not advertised to the public, and may 


be prescribed on form E.C.10. 


DECANE 


Literature and Samples available from the Medical Information Department 
Horlicks Limited, Pharmaceutical Division, Slough, Bucks. 
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Moniliasis 


(VULVOVAGINAL CANDIDIASIS) 
readily visible. 


“NICKERSON'S MEDIUM 
Bt 
Available in packages of six vials 


complete with sterile cotton swabs. CANDIDA 


its simple diagnosis .. . 








NICKERSON'S MEDIUM 
isolates candida growth 














and NEW effective treatment 


Gentewal 







CREAM 
rapid response 
less irritating 
less staining a 


x gentian violet 0°05% and 
alkyidimethy!-benzylammonium 
chioride 005%, 


LITERATURE ON REQUEST 
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Do you demand that 
your therapy be 
RATIONALLY 
BASED on 
FUNDAMENTAL 
PRINCIPLES ? 





.* 


1iSO-BRONCHISAN’S modus operandi in bronchial asthma demon- 


strates that, as in education so in therapy, the best is rationally based on fundamental 
principles. The outer layer of the Iso-Bronchisan tablet, containing Isoprenaline, is 
quickly absorbed from beneath the tongue affording rapid relief from bronchospasm. 
The core, containing ephedrine and theophylline, is then swallowed and slowly 
absorbed with a resulting sustained bronchodilation. This combination of well 
established immediate and long acting bronchodilators in one tablet is unique. 


Each Iso- Bronchisan tablet contains \sopropyl-Nor- — : cn sieeameel gr. } 
Ephedrine hydrochlor. .. -- gr. 2/5 
Theophylline ‘ os Sn 


(Special tablets available for children.) 


Literature available on request from 
SILTEN LIMITED ~- SILTEN HOUSE - HATFIELD «+ HERTS 














SAFE SYMPTOMATIC RELIEF 
FOR THE ANXIOUS PATIENT 


OBLIVON.-C is a new, long-acting derivative of 
Oblivon in tablet form, with the same wide 
margin of safety and freedom from side effects. 
In the treatment of anxiety states OBLIVON-C 
gives day-long freedom from tension and 
creates a climate of confidence in which simple 
reassurance can be accepted. 
presentation: OBLIVON-C is presented as Ovets, each con- 
taining 100 mg. of methylpentynol carbamate. 
Containers of 100. 
1-2 100 mg. Ovets three times a day and 2-4 Ovets 


at bedtime. 
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Anewanti-inflammatory 
and anti-pruritic agent 





BIOSONE G.A. 


BIOSONE G.A. PREPARATIONS contain the active isomers 
of Glycyrrhetinic Acid which, when applied to the skin, has 
an action resembling that of HYDROCORTISONE (B.M.J, 
Dec. 1955, p. 1¢01, LANCET, July 1956, p. 145). 

+, {coon 





Glycyrrhetic Acid 
Glycyrrhetinic Acid 


Hydrocortisone 


Available as :— 

BIOSONE G.A. Ointment “GREASY” 
BIOSONE G.A. Ointment “ NON-GREASY ” 
BIOSONE G.A. Ointm ont with NEOMYCIN 

BIOSONE G.A. OPHTHALMIC Ointment 
and with NEOMYCIN 
BIOSONE G.A. Compound SUPPOSITORIES 
BIOSONE G.A. SNUFF 


BIOSONE G.A. is INEXPENSIVE by comparison with 
Hydrocortisone and no systemic or local reactions have 
been reported 


BIOSONE G.A. 


The FIRST CHOICE in the 
treatment of inflammatory conditions 


FREELY PRESCRIBABLE ON E.C.10 
Samples and Inerature available on request 
Distributed by 


BIOREXS 


(MARKETING) LTD. 
Research and manufacture by BIOREX LABORATORIES LTD., 
47/51 Exmouth Street (Mkt.), Rosebery Avenue, London, E.C.:. 
Telephones: TERminus 9494, 5216/8 

















Canned strained foods set 
a mothers mind at rest 


As you know, some mothers are worried when 
you advise early mixed feeding for baby. With so 
many other things to do, the difficulty of obtain- 
ing and preparing a variety of fresh foods seems 
almost insuperable. But Heinz Strained Foods 
solve the mother’s problem and make it easy for 
her to follow your advice. 

Furthermore, Heinz Strained Foods are better 
for baby than many home-prepared foods. Heinz 
get their vegetables and fruits straight from farms 
And the special Heinz cooking and straining 
equipment preserves the maximum goodness. 

So with 19 really nourishing varieties to choose 
from, it’s easy for mother to give her baby the 
varied diet you recommend. 

For a FREE booklet giving the nutrient values 
of all 19 varieties of Heinz Strained Foods, 
please write to Dept. 7R, H. J. Ileinz Company 
Ltd., London N.W.10. 


“HEINZ 
Strained Foods 


SOUPS - MEAT BROTHS * VEGETABLES - SWEETS * CEREAL 
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Selective amine 
for asthma... 


with only », the central 
nervous system effect of 
ephedrine, Orthoxine 
avoids wakefulness and 
excitation, permits the 
asthmatic patient to 
rest and relax. 





with twice the broncho- 
dilating effect of ephedrine, 
Orthoxine eases laboured 
respiration, provides more air 
for the asthmatic. 










with only gy the pressor 
effect of adrenaline, 
Orthoxine may be used 
even in elderly asthmatic 
patients and those with 
coexistent hypertension or 
cardiac disease. 


DOSAGE: 
Adults—4 to 1 tablet repeated, if 
required, every taree or four hours. 


y % Children—fractional doses according 
’ | \ | to age. 
4 4 Tablets of 100 mg. in bottles of 25 
and 100. 


* Regd. Trade Mark .or the Upjohn 
brand of methoxyphenamine 


Fine Pharmaceuticals since 1886 





UPJOHN OF ENGLAND LTD., 4 Aldford Street, Park Lane, London, W.1, England 
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DAPRISAL 


DEFEATS 


PAIN 





Each tablet contains: ‘ Dexedrine’ 5 mg.; amylo- 
barbitone 32 mg. (gr. 4); acetylsalicylic acid 
160 mg. (gr. 2}) ; phenacetin 160 mg. (gr. 24). 


@) SMITH KLINE & FRENCH 


Represented by MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5. Tel: (BRixton 7851) 
OSP 25 
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CONTINENTAL LABORATORIES LIMITED 
101 Great Russell Street, London. W.C.L 
































Diagnosis Leg ulcer 
unhealed since 1916 
Photograph taken before 
treatment with “F99” 


‘ 
Photograph taken after 
14 weeks’ treatment with 
“F999”. One capsule and 
one application of oint- 
ment daily. 


OINTMENT 
CAPSULES 
LIQUID 


ECZEMA 
VARICOSE ULCERS 
FURUNCULOSIS 


It has been shown pyens question by 
large scale serum-lipids studies that a 
= - proportion patients suffering 
tom intractable skin conditions have a 
deficiency of the essential fatty acids. It 
is not possible to carry out these studies 
in everyday practice, but any patient with 
eczema or furunculosis who fails to re- 
spond to symp should 
= certainly be tried with essential fatry 

“FOO”. A hi jon of these 





— at, will be: found to peapene. 

'n gravitational ulcers, where the skin is 
“ander-nourished”, the application of 

additional essential fatty acids rarely fails 

to heal the wound. 


Literature on request 





INTERNATIONAL LABORATORIES LTD., Dept. PR41 205 HOOK ROAD, CHESSINGTON SURREY 
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CETRIMIDE SHAMPOO 
MASTERS DANDRUFF 


SEBODERM contains 15.6% Cetrimide B.P., the 
quaternary ammonium proved by research and pre- 
scribed by the medical profession as most effective in the 
specific treatment of dandruff and the more serious 
seborrhoeic dermatitis. 
“ ... perhaps the most valuable recent 
addition to therapy (of scurf or dandruff) has 
been the introduction of detergents such as 
(\ cetrimide, which may be used alone or 
SINGLE WEEKLY incorporated in sham , soaps or lotions.” 
TREATMENT IS NORMALLY (1956) Brit. Med. J, ii, ga. 
SUFFICIENT TO ENSURE ie) SEBODERM also contains 15.6% Cetyl Alcohol B.P. and 


COMPLETE CONTROL NN tea adapt ap Ager fa —— 





Literature and professional sample will gladly be sent on request. 
PRIORY LABORATORIES LTD. Pyramid WoRKS - WEST DRAYTON - MIDDX. 








SyRUP PERTUSSIS 


(GABAIL) 


THE ANGL9-fRENCH DRUG C9. LTP. 
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Clinical trials in many count ave proved PACATAL to be highly 
effective in mental] es re g from the Psychoneuroses to 
the psy: hoses ACATAL reduces tension, makes the Patient quieter 
less confused — but still alert, objective. CO-operative amenable to 


"svchothe rapv 


PACATAL 

can be administered With complete confidence fo, 
it is of very low toxi; ity and uniquely free from 
such troublesome side-effects , skin rashes 


Jaundice, Parkinson s 
and tachycardia 


racine 


is 3) . 4 . 4 . . N N 
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THE SIGNIFICANCE 
OF BEHAVIOUR 


COMPLAINT 


Eczema, Asthma, Hay 
Fever and Asthma, 


Hypertension 
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Stress 


The influence of emotional and physical strain 
in provoking a wide range of psychosomatic 
manifestations is well known to every medical 


practitioner. Observations by various medical 
authorities have shown in large numbers of patients 


a surprising similarity in their mode of behaviour 
and in the nature of their emotional conflicts. 


Migraine 


Often Characterised by . 
Unusual ambition, meticulousness. (1) 


Feelings of insecurity or inferiority, over-dependent 
and narcissistic trends, combined with a tremendous 


Prurigo drive, restlessness, over-ambitiousness. (2) 


An urge to keep peace. Their inoffensive, 


accommodating, convivial behaviour serves to 
camouflage strong hostile impulses and anxiety. (3 


THE ROLE OF SANATOGEN 


In the treatment of the anxiety 
and tension which accompanies 
almost every one of the above 
conditions, no one would dispute 
the fundamental importance of 
the simple psychotherapy which 
the G.P. is so well placed to dis- 
pense. Yet he, himself, generally 
recognises the need for 2 more 
material adjunct, a tonic and re- 
storative which will assist the 
nervous system as well as the 
organism as a whole. Sanatogen 
is an active nutrient tonic, and 
the choice of many physicians in 


Sanatogen 





such circumstances. Conversely, 
the considerable effect of a poor 
nutritional state on the mental 
outlook has long been recognised. 
Here again, the merits cf 
Sanatogen as a high protein tonic 
nutrient are apparent. 


Sanatogen contains 95% casein 
and 5% sodium glycerophosphate. 
Because of its high nutrient value 
and tonic and restorative effects, 
Sanatogen can be recommended 
with assurance whenever a tonic 
is indicated. 


(1) J. nero. ment. Dis. (1935), 82, 270 
Arch. Neurol, P: 


hiat 
Chicago (1937), 7, 1434 
(2) Guy’s Hosp. Rep. (1935), 85, 289. 
Arch. Derm. Syph. (1935), % ar 
Psychosom. Med. (1940), 3,4 
(3) —— Med. (1939), 7, 173. 
chosom. Med. (1939), 1, 153 


Prychormain Diagnosis ( 1943), 
THE HIGH PROTEIN TONIC ‘ork ; Hoeber. 


THE WORD ‘SANATOGEN’ IS A REGD. TRADE MARK OF GENATOSAN LTD., LOUGHBOROUGH, LEIcS 





ANNOUNCEMENTS LXI 








+ DIABETIC NEUROPATHIES ———— 








Complications involving the nervous system have long been recog- 
nised as a feature of diabetes. If the peripheral nerves are affected, 
administration of the whole vitamin B complex has been advocated. 
The therapeutic response to the entire B complex has been found to 
be considerably better than to thiamine alone. Although the parenteral 
route is recommended in the early stages of treatment, oral admini- 
stration may be sufficient later. 


Marmite yeast extract supplies all known factors of the vitamin 
B complex in a palatable form. It can be incorporated readily in the 
diabetic diet and, as it contains only a negligible quantity of carbohy- 
drate, it need not be taken into the dietary calculations. 


____ MARMITE____ 














yeast extract 


Literature on request 


MARMITE LIMITED, 35, SEETHING LANE, LONDON, €.C.3 
5610 


ASTHMA 
Iestant relief / 


Ever increasing numbers of medical men 
are relying on Rybarvin Inhalant to combat 
bronchospasm. The Ministry of Health 
having agreed to the prices of Rybar 
asthma inhalants, Rybarvin can be freely 
prescribed. 


RYBARVIN brings relief. Consistently, often 


spectacularly, attacks are cut short and their 
frequency lesssened. Free from excess acid, 
non-irritant and non-habit-forming it is an 





Rybarvin Formula 
Pituitary Extract. Posterior 


and Anterior Lobe 040% wiv 


ideal inhalant for al! asthmatics young and old. Methylatropine Nitrate .. .. 014% wiv 

Papaverine .. . oe «+ oe O08B% wiv 

Adrenaline... .. .. .. .. O4% wiv 

RYBAR INHALER has been specially Ethyl Para-aminobenzoate -. 020% w/v 
desi d fi I th Iso-buty! Para- 

igned for aeroso erapy. aminobenzoate .. .. - «« GO1L% wiv 


Other RYBAR Products for asthma include RYBAREX 
Inhalant for cases complicated by Bronchitis and 
RYBRONSOL Powder, an ideal sedative. All, including 
the Inhaler, may be prescribed on N.H.S. Form E.C.10. 


Samples and details of trial outfits forwarded on r 3 
P chee: nes. i Dhaene TANKERTON - KENT 
raw 
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Catarrh, blocked sinuses, 
rhinitis—these are the complaints 
that will cause congestion in 
your waiting room this winter. 
Yet, with ARGOTONE Nasal Spray 
you can clear congestion 

in patient and waiting room— 
speedily, safely, surely. 
Combining the acknowledged 
vaso-constrictor, ephedrine 
hydrochloride, and the highly 
efficient antiseptic, silver vitellin, 
in aqueous isotonic solution, 
ARGOTONE gives rapid prolonged 
nasal patency without rebound 
congestion. ARGOTONE is 


tasteless, odourless, and does not A H G oO T a9 N 


sting or burn. When used in sé Ready-Spray 9 
the handy polythene squeeze the nasal spray that keeps catarrh at bay 
bottle,“ Ready-Spray”,ARGOTONE 

: : ARGOTONE “ Ready-Spray "’ ARGOTONE is also available 
can be carried in pocket or Basic N.H.S. price 28.10d.con- as Nasal Drops in 20cc. bottle 

: taining I5cc. Prescribable on complete with dropper, and in 

handbag to clear congestion Form E.C.10. 4oz. dispensing pack 
whenever it’s needed. Literature and samples gladly on request. 


RONA LABORATORIES . 12-13 MOLYNEUX ST. . LONDON W.1 
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ORAL 
CONTROL OF OEDEMA 












Oedema in cardiac patients can now be successfully controlled by Mercloran, 
a mercurial diuretic which is effective when given orally. Two to three Mercloran 
Emplets daily maintain a smooth oedema-free state and eliminate the see-saw 
effect of preparations given intermittently. Mercloran in most cases completely 
eliminates the need for injection. 

However, where it is deemed necessary to initiate treatment parenterally 
the chemically related compound, Mercardan, is available. 


MERCLORAN...... 


(CHLORMERODRIN N.N.R.) 


EMPLETS: (enteric coated tablets) 
In bottles of 25 and 250 
iat AND MERCARDAN FOR PARENTERAL USE 
+ 
* 
: * PARKE, DAVIS & Company, Limited (lnc U.S.A.) Hounslow, Middlesex 
ven? Tel. Hounslow 2361 
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You can use 


Elastoplast Plaster... 


...On its own 


* to strap a dislocated thumb. 
One-inch Elastoplast Plaster is used, 
applied spica-fashion. 

* to cover impetigo lesions, allowing 
undisturbed self-healing. 


...Or to keep a 
dressing in place 


* in cases where it is preferable to 
cut an individual strip rather than 
to use a ready-made first-aid dressing 





ELASTOPLAST PLASTER is flesh-coloured, made from light-weight cloth, 
and ideal for on-the-spot strapping and retention of dressings. It is far 
more comfortable and more efficient than a rigid plaster. 


ELASTOPLAST: elastic adhesive plaster B.P.C. 


1” or 2” x 1}/2 yds stretched and 1” x 5/6 yds stretched 


WATERPROOF ELASTOPLAST Plaster 


plastic strapping 1” x 1 yd and 1” or 2” x 3 yd 


« 


SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTS 


Outside the British Commonwealth Elastoplast is known as Tensoplast 





~— —_ (ScN) 
—— 
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NO LONG FACES 
WHEN CHILDREN 
TAKE... 


- 
Tancolin.... 
CHILDREN’S COUGH LINCTUS 


Active Ingredients “%W/V 
es Tangerine Flavoured o provide an 


Theophylline , 0.33 ' “ . ‘ 
Ethylmorphine — immediately acceptable and effective treatment, appealing 
Hydrochloride 0.025 . " 4 " 
Sodium Antimonyl instantly to even the most unco-operative child patient. 


Tartrate 0.00125 i j ; i : 
sete dat O35 Tancolin combines a pleasant vehicle with a rational 


Glycerin ww 208 formulation—specifically for children. 
codium Ciurete--- 4° ‘TANCOLIN has been designed to give a twofold anti- 


spasmodic and sedative action. The inclusion of a demulcent, 
a reflex expectorant and added Vitamin ‘C’ content are 
valuable adjuncts to this primary function. 

TANCOLIN is indicated for treatment of the distressing 
and irritating cough associated with the common cold, 
Bronchospasm Bronchitis and Inflammatory and Catarrhal 
affections of the Respiratory Tract. 

TANCOLIN is freely prescribable on E.C.10 (Cat. 3/4) and 
achieves therapcutic efficiency with economy. 


S Maw Son and Sons Limited Barnet England 


G i47 
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A Superior 
Buffered Ana igesic 


‘ALASIL’ TABLETS — the improved form of salicylate medica- 
tion — provide the efficient analgesia expected from their 
content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the 
tendency to gastric irritation sometimes caused by the use 
of aspirin alone. 


‘Alasil* is an advanced sedative and anti- 
pyretic; it does not tend to induce gastric 
irritation; because of its high tolera- 
bility, it may be used for long-term 
administration even to those with sensitive 
stomachs, and to children. 


Advantages 


Alasil’ Tablets contain the recognized 
antacid corrective, ‘Alocol’ (Colloidal 
Aluminium Hydroxide), which permits 
their sedative principle, acetylsalicylic 
acid, to exert its action with minimal risk 
of side-effects. 


° ° Symptomatic pain generally, rheumatism, 
n h| ications fibrositis, lumbago, headache, dysmenor- 
rhoea; dental pain. 
. TO PHARMACISTS ( P.T. mg fos dispensing ) 
Standard 1000 in 250 bo 
Packs € Prices Ero ati tu iL ain 


Sam: 
Alasil ' 


Sample & literature on request to A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.! 


Composition 








M39) ¢ 
ALASIL JUVENILE TABLETS 
Alasil ‘Juvenile’ Tablets specially sized for children, and 
neither coloured nor flavoured, are packed in tubes bearing 
+4 dosage-for-age instructions. 


Yi] i 
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In the Service... 





Research 


The House of Wander continues to maintain its advanced 
position in pharmaceuticals and quality food products 
because the standardization of active ingredients during 
manufacture is backed by careful control and investigation 
in its extensive Research Laboratories. 


2 
In Quality 
The Wander Research Laboratories have made useful 
contributions in the fields of dietetics, nutrition and vita- 
mins. Their wide experience and up-to-date laboratory 
facilities help to maintain the high quality of Malt Extract 
and Cod Liver Oil (Wander) the vitamin content of which 
excecds that of the analogous B.P. preparations. 
The special consideration of physicians when prescribing a 
malt and oil preparation is that of vitamin values. Com- 
parative studies prove that to prescribe “Wander Brand” 
is to specify malt extract and cod liver oil of the finest 
possible quality. 


In the Serwice of Medicine 


Careful control and investigation help to maintain “Wander 
Brand” in the forefront of its class. Moreover, with all its 
special advantages, “Wander Brand” costs no more than 
some malt and oil preparations with a lower vitamin content 





A. WANDER LTD., 42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 
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Introducing ‘mig ril’ for 





migraine 





D ispels headache 
D isperses visual disturbances 
D feats nausea and vomiting 


A new product—‘ Migril '—provides, for the first time, a successful 3-way 
attack on migraine. 

*Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) and 
cyclizine hydrochloride (SO mgm.) in each tablet. The inclusion of cyclizine 
hydrochloride not only eliminates the nausea and vomiting often associated 
with migraine but also enables larger and more effective doses of 


ergotamine to be administered. 


4 BRAND 
Ergotamine Compound (Compressed) 
PACKS OF 10 AND 100 


ara BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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A SHOOTING PARTY AT LUNCH 
This picture, by an unknown 
illustrator, recalls the large outdoor 
compositions of Watteau, which it 
resembles in revealing the Eighteenth- 
Century French preoccupation with 
extravagant al fresco gatherings. 

One looks in vain for any evidence 
that the “shooting” has produced 
results. Of the social success of the 
consequent junketings , however, there 
can be no doubt at all. 








i PRODEXIN 
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Eating Out... 


Eating away from home is always more or 
less hazardous to the hyperacid patient. 


Portable medication is, in the patient’s 
untutored hands, scarcely less risky ; indis- 
criminate use of the many alkaline remedies 
within easy purchase often does more harm 
than good. 

For the occasionai or habitual dyspeptic 
alike, PRODEXIN affords, in a convenient 
and palatable tablet, a means of checking 
hyperacidity by regulating gastic pH at a safe 
and constant level for long periods. 

Each Prodexin Tablet conteins : 


Aluminium gty¢inate ——_—. 0-9 gM. 
or gm 





Light magnesium carbonate 


Packings: Cartons of 30 individually wrapped 
tablets and dispensing packs of 240 tablets. 
Basic N.HLS. cost of 240 tablets : 3.08. a. 


Br! Os Or 0 Gey OB 
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S c. L. BENCARD LTD., PARK ROYAL, LONDON, N.W.10 
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‘PULVULES 


PENICILLIN-V Lilly 


THE Reports prove that Penicillin-V will give clinical 
results comparable with parenteral penicillin. Blood 
ef fecti ve levels ” — rer —_ pmmage than ~_ other 
; oral penicillins. Penicillin-V in unique in that it is 
O R A L unaffected by the action of gastric acid. Whenever 
penicillin is indicated, Penicillin-V is the product of 


PENICILLIN ‘Doe The average dose is 125 mg. (200,000 units) 


four times daily increased in severe infections. 


*PULVULES’ PENICILLIN-V, LILLY, 
125 mg. (200,000 units). 

SUSPENSION PENICILLIN-Y LILLY, Paediatric, 
In bottles to make 60 c.c., containing 62.5 mg. 
(100,000 units) in each large teaspoonful. 

TABLETS ‘ PEN-V-SULPHA’ 

125 mg. Penicillin-V with 0.5 Gm. Sulphonamides 
(Sulphadiazine, Sulphamerazine and Sulphadimidine). 


EL! LILLY & CGOMPANY LIMITED 
BASINGSTOKE HANTS 
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PsYCHOSOMATIC disease, according to Dr. Fry (p. 554), accounts for 15 
to 20 per cent. of all the work in an average practice—or some 350 to 
500 patients a year. These figures are confirmed by Professor 
The Nixon’s estimate that 30 to 50 per cent of patients attending a 
Symposium gynzcological outpatient department have symptoms of 
purely functional origin. This in itself is ample justification 
for devoting an entire symposium to the subject, as we do this month. It 
is, of course, as Dr. Hugh Barber points out in his introductory article, 
‘a new label for a well-known old idea; indeed for something which an 
older generation took asa matter of course’. This latter comment is a 
measure of the extent to which the practice of medicine has been bedevilled 
by the incursions of the so-called medical scientists. Not that the entire 
responsibility should be laid upon their shoulders. It is the leaders of the 
profession, and particularly those concerned with medical education, who 
must accept the full responsibility for allowing the teaching of medicine 
to drift from the bedside to the laboratory, from the patient to the disease. 
To a certain extent this drift has been the result of a policy of following 
the line of least resistance. As Dr. Phillips points out in his article on 
“The diagnosis of psychosomatic disease’, ‘psychosomatic disease calls for 
a far more sensitive approach to the patient than is required in the 
handling of many clinical problems’. It is so much easier to retail 
the facts and figures of ‘medical science’ than to teach the ‘art of medicine’. 
Difficult though it undoubtedly is to define psychosomatic disease, the gist 
of the problem is admirably epitomized by Professor Nixon (p. 589): 
‘When there is no longer psychosomatic unity, and mind and body are 
acting independently, then the individual becomes conscious of disease’. It 
is the family doctor who can best aid the patient in achieving such unity. 
In so doing he will often be providing more benefit than can be obtained 
from all the drugs in the world. 


In his recently published annual report for 1955, the Minister of Health 
reports that the mortality from tuberculosis was 6,492, compared with 
19,908 in 1949, whilst in the same period notifications of 

The the disease had fallen from 52,041 to 38,134. The number of 
Tuberculosis notified cases on clinic registers was 342,866 at the end of 
Problem the year, compared with 272,040 at the end of 1949. These 
figures, satisfactory though they are in many ways, scarcely 

justify the complacency which has been expressed in certain circles. As 
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Dr. Hugh Paul points out in a characteristically outspoken article (NAPT 
Bulletin, 1956, 19, 150), tuberculosis still kills the equivalent of the popula- 
tion of a good-sized town in England every year, and is still ‘the greatest 
death dealer of all the infectious diseases’. Equally striking is his comment 
on the incidence of notifications: ‘the fact remains that every ten years as 
many people as the entire population of a very large city, such as Bristol, 
contract tuberculosis’. 

The disquieting feature of the present position is emphasized by a report 
by Dr. H. D. Paviere, the chief medical officer of the Ford Motor Company, 
Dagenham (Rehabilitation, Summer 1956, p. 7). In a series of 82 employees 
who had been returned to work as ‘arrested’ cases or had been passed as fit 
to return by various tuberculosis officers, the sputum was found to be 
positive in fourteen. In other words, ‘through the judgment of external 
agencies, a sense of false security had been created, and “‘open”’ cases were 
being employed in ignorance without specific thought of the risk to the 
health of other employees working in close proximity to them’. In a further 
series of 78 ‘return cases’, whose sputum was examined periodically over 
a period of a year, a positive sputum was obtained on one to six occasions 
in practically 60 per cent. Many of these individuals had long since been 
removed from the register of the appropriate local authority as cured. 
During the same period the periodical examination of elderly workmen, aged 
65 years and over, revealed four positive cultures in seventy-six. In none 
of them was there any clinical or radiological evidence ‘to suggest that this 
bombshell would fall’. It is observations such as these that indicate that 
the problem of tuberculosis as a public-health menace is far from 
solved. 


IN June 1955, a service of domiciliary meals for old people was instituted 
in Rotherham. The basis of the scheme was that ‘every home has normally a 

certain amount of staple groceries and provisions, and that if 
Meals for these were supplemented by the daily purchase of extras, a 
Old Folk full and sound diet could be provided for the patient’. As there 

must be someone in attendance to prepare and cook the meals, 
old people were chosen who already had a home help in attendance. All of 
the 23 old people selected for the trial period of the scheme were over 80 
years of age, were living alone and had an income balance of less than {2 
a week after the payment of rent and other weekly payments. All but two 
of them were house bound, and 12 were bedfast. The help in attendance at 
each home was given the sum of 6s. 3d. a week with which to provide 
supplementary food for five of the week’s dinners. She was also issued with 
specimen menus as general lines of guidance to achieve a balanced diet, 
but the old folk were encouraged to suggest items themselves so that their 
individual likes and dislikes could be respected. In each case the attending 
general practitioner was informed, and consulted about the diet. 
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In a review of the first nine months’ working of the scheme, the medical 
officer of health for Rotherham (Donaldson, R. J., and Wales, R. E. (1956): 
The Medical Officer, 96, 93) is able to report an all-round improvement in 
the clinical condition of the old people concerned. During the period a 
total of 3,049 meals were served at a cost of {190. The two special benefits 
of the scheme are that it makes allowances for the personal preferences of 
the individual and that it is provided by an existing service operating in the 
home. Neither of these advantages is possessed by the two other methods 
commonly used for the provision of meals for old people: the ‘meals on 
wheels’ service, and the serving of meals in civic restaurants or old peoples’ 
centres. The drawback of the former is that because of transport difficulties 
the old people often only get meals once or twice a week, whilst the latter 
is only of benefit to the ambulant old person. Rotherham is to be con- 
gratulated on its initiative in introducing this scheme, and it is one which 
should commend itself to local authorities and voluntary organizations in 
other centres. Where an adequate home help service is available, this scheme 
has obviously many advantages, not the least of these being the latitude it 
allows for giving the old people what they really want—and not just what 
other people think they should have. 


Every year about a hundred people in England and Wales lose their lives 
by electrocution, and practically half of these fatalities occur in the home. 
According to F. E. Camps (Medical Journal of the South- 

Domestic West, 1956, 71, 96), most of these fatal domestic electro- 
Electrocution cutions are due to ‘the ignorance and carelessness of the 

householder’. The domestic electricity supply in England 
has a strength ranging from 5 amperes for lighting to 30 amperes for heating 
and lighting. The minimum current to kill from electrocution is said to 
be about 65 milliamperes. Dry human skin is a poor conductor, with an 
average resistance of 2000 to 3000 ohms, but when it is wet its resistance 
is reduced to as little as 500 ohms. What is not so well appreciated is that 
if the skin is punctured its effective resistance is that of the subcutaneous 
tissue, which is much less than that of the skin. The reason why the bath- 
room is one of the two most electrically dangerous rooms in the house (the 
kitchen is the other), is its damp atmosphere associated with a large number 
of metal objects such as water taps and pipes. 

Unsatisfactory wiring carried out by an amateur, failure to repair damaged 
or worn insulation and attempts to carry out repairs without turning off the 
main switch are among the main causes of these domestic tragedies. Camps 
expresses surprise at the number of ‘housewives of more than average 
intelligence’ who continue to use vacuum cleaners whose flex is worn and 
bare. He also notes that radio and television sets have been responsible for 
fatalities, and appeals for education of the public to take notice of small 
‘shocks’ obtained from these. ‘How often’, he comments, ‘has a person 
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been heard to say “A funny thing happened this morning, I got a shock 
off my radio” and when asked what had been done about it given the reply 
“‘Nothing”’?’. The case of children may be more difficult to deal with, as in 
the instance quoted by Camps of the child who electrocuted himself by 
chewing through a length of electric flex. On the other hand, the fitting 
of all plugs with safety shutters would reduce the risk from children 
putting their fingers, or a skewer or knife, into the holes of the standard 


plug. 


To those medical men and women who served in Salonika in the 1914-18 
War, Dr. W. K. MclIntyre’s presidential address to the Tasmanian branch 

of the British Medical Association, ‘Reminiscences of the 
Salonika Royal Army Medical Corps in Macedonia in the First World 
Memories War’ (Med. 7. Aust., 1956, i, 861), will recall many memories 

of a campaign which was probably second only to that in 
Mesopotamia in the strain it put upon the medical, as opposed to the sur- 
gical, branch of the Corps. It will also appeal to the younger generation as 
an account of what they will undoubtedly regard as the primitive conditions 
under which their predecessors had to work. 

Roads were practically non-existent when the first British Force landed 
in Salonika in 1915, and much of the transportation of the sick and wounded 
had to be done by mules, thousands of which were brought over from South 
America. As many of these were not broken into pack work, this was the 
first task to be tackled and, not unnaturally, the British troops decided that 
their New Zealand and Australian colleagues knew more about the job than 
they did. The means of transporting the sick and wounded by mule-pack 
were indeed primitive—but effective. The most satisfactory was the ‘travois’ 
—a primitive vehicle of two trailing poles, serving as shafts, from which 
the forward end of the stretcher was suspended by ropes, the other end 
resting on a cross-bar. The ‘cacolet’ also proved satisfactory: this had seats 
on each side suspended from the saddle, and allowed two sick or not severely 
wounded men to be carried by one mule. Malaria was the major medical 
problem. ‘The number of cases increased every summer until, in 1918, 
there were 67,000 ‘from a much-depleted army, which by this year was full 
of listless, anemic and sallow men, whose lives were a physical burden 
to them’. It was not until 1918 that, on the advice of Sir Ronald Ross, the 
so-called ‘Y’ scheme was brought into operation, by which all chronic 
malaria patients were sent home: in 1918 alone, 30,000 were evacuated. 
The culminating medical blow was the influenza epidemic of 1918, which 
broke out just as preparations were being made for the final assault on the 
Bulgar line. During September and October there were nearly 12,000 
admissions to hospital. 









































PSYCHOSOMATIC DISEASE 


By HUGH BARBER, M.D., F.R.C.P. 
Physician Emeritus, Derbyshire Royal Infirmary 


THE influence of the mind over bodily function and disorder was of course 
known to the Greeks. Galen had a lady under his care whose pulse was 
disturbed whenever the name of a particular actor was mentioned. The 
distinguished physicians of the Victorian period had a clear understanding 
of the conditions which we now call psychosomatic, although they probably 
gained more experience in this field in their private practice than in hospital. 
They were less specialized than their successors and as a matter of course 
took the patient as a whole for diagnosis and treatment. 


REACTION TO OVER-SPECIALIZATION 
With the increase of specialists, seemingly sometimes to divide the patient’s 
body into separate parts, with the hospital consultant concentrating on 
diagnosis, and for this requiring reports from special departments, the 
personality of the patient tended to receive less consideration. Some 
physicians went so far as not to see or examine their patients in a hospital 
or clinic until all the reports were available. 

It was a reaction from this attitude of mind which led to the coining of 
the portmanteau word psychosomatic, which became familiar to most of us 
some twenty years ago. It is, of course, a new label for a well-known old 
idea; indeed for something which an older generation took as a matter of 
course. It is a sound conception more easy to define in meaning than in 
scope. 

If we accept the full significance of the term—that is, mind -+- body in 
disease—it would cover the whole range of medical science. A disturbed 
mind may bring on bodily disease; body and mind may participate, produc- 
ing a psychosomatic clinical picture; and some structural lesions of the 
brain may present the picture of a disordered mind. Furthermore, with the 
variations of human personalities, one patient with an organic lesion may 
be mentzily quite stable, whereas another with similar condition is disturbed. 

For this article I would divide the discussion under two headings: (1) 
The influence of the mind in causation of disease, and (2) psychosomatic 
clinical pictures. This division has some value in the approach to treatment. 
I would suggest that the first group is the more important but it is the 
second which justifies the coining of this portmanteau label and which 
forms the essential part of the study of psychosomatic disease. 


THE INFLUENCE OF THE MIND IN CAUSATION OF DISEASE 
This covers a wide field and, although there may be some emotional element 
in the personality, the clinical picture is essentially a somatic one. The 
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medical care is chiefly concerned with the body. Except, of course, in 
relation to prevention of relapse, or possibly in the initial stages, judicious 
advice may limit the disease. Peptic ulcer is a good illustration of this 
problem and so also is asthma. Osler made the dictum that ‘when stocks 
go down on the Exchange diabetes goes up’. I have met this in relation to 
business anxiety. That diabetes was less in evidence during the last war was 
due to the limitations of diet. 

Heberden, nearly two hundred years ago, said that angina was increased 
by disturbance of the mind. It is reasonable sometimes to conclude that 
an emotional upset has lowered resistance to such an extent that an acute 
infection has developed. Which may apply to the common cold. With an 
insidious infection such as early phthisis there may be more of a psycho- 
somatic picture until the physical condition is revealed. It is common 
knowledge that if a young man is mistakenly told there is disease of the 
heart he will develop symptoms of discomfort on exertion. 

These features in the etiology, of disease have never been lost sight of. 
The few examples cited will serve as illustrations from the experience of 
us all. It is not for such problems that the psychosomatic label was designed 
but they are of so great importance in the mind and body relation that they 
cannot be excluded. 


PSYCHOSOMATIC CLINICAL PICTURES 

There can be no definite dividing line but here we should include the 
patients with obvious symptoms of both psychic and somatic origin. The 
picture is prone to occur in those with an unduly sensitive nervous system. 
This is the essential study of psychosomatic disease. We have to apportion, 
or assess, how much of the picture is related to the psychic side and how 
much to the physical. We should try to decide which was first in origin: 
a question which at first sight may seem almost as insoluble as whether the 
owl comes from the egg or vice versa. 

Two typical examples would be a functional disorder of the colon or a 
skin condition of the dermatitis type. We learn much about the personality 
of the patient when taking the history. To recognize exaggeration of state- 
ment is easy, but it may be necessary to observe a more deep-seated anxiety, 
not easily described but written in the countenance. 

When we decide upon a line of treatment, which began by showing an 
interest in the story, it is necessary to bring some comfort to the body before 
we attempt to rebuild the unstable personality. If possible, I think we 
should work a little by intuition from our knowledge of human nature and 
look towards the future rather than the past. We can suggest that we have 
seen these things before, there is a long life ahead, recovery will come and 
let us both, doctor and patient, have a bravely cheerful outlook. 

These conditions are a very real anxiety to the relatives. Every doctor 
knows those questions: ‘Is there anything organically wrong with my 
sister?’ or ‘What really is the matter with my husband?’ There can be no 
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rules, but it is of the utmost importance that the answer should be suitable 
for the occasion. It should never be made in a hurry, or over the telephone, 
or ‘out of school’. It is a human problem of three personalities: that of 
the patient, the relative and the doctor. For all will be needed courage and 
optimism. Physical investigations, if indicated, should be definite, brief 
and to the point. 

There is a group of people, commonly met with in private practice, in 
whom the nervous system was not originally unduly sensitive but, by 
virtue of their circumstances, strain and anxiety have come in. As examples, 
there is the man in a business who has ambitions to progress, or perhaps 
an artisan with political enthysiasms. These people tend to suffer from 
indigestion, lack of concentration, sleeplessness with inability to rest out 
of working hours; usually expressed by the words, they cannot relax. It is 
in this type of psychosomatic case that the family doctor can achieve so 
much. Help can only come, however, through a real understanding of the 
mental outlook: good in itself no doubt, but lacking in proportion. The 
doctor must have an insight and comprehension that may go deeper than 
that of the relatives. 

In women mental strain and anxiety may produce similar symptoms, 
with perhaps a tendency to palpitation. The anxieties tend to be less selfish 
and more concerned with others. But women more readily rely on a doctor 
who takes the trouble to understand. As the patient’s confidence returns 
the doctor must retire into the background, so that self-reliance may 
develop. 

There are some conditions, such as thyrotoxicosis, or other endocrine 
disorders, in which a well-defined physical disease may produce a charac- 
teristic influence on the personality but the indications are for somatic 
treatment. By contrast there is anxiety neurosis, which in the early stages 
may have shown little evidence of bodily disturbance, although headache 
is common and want of sleep. One can only use the hackneyed phrase that 
each case must be treated on its merits. Of which the most important con- 
sideration is that we are not dealing with a ‘case’ but with a human per- 
sonality with all the possibilities of failure which we ourselves possess. 

That complex but common problem of organic disease being masked 
by functional symptoms and a disturbed mind must make us watchful; 
but we must not submit our psychosomatic patients to endless investigations 
because of this bogy at the back of our minds. 

These patients are liable to misinterpret a statement; sometimes perhaps 
rather wilfully. To understand this is part of psychosomatic medicine, in 
which treatment is based very largely on the doctor-patient relationship. 


PSYCHOSOMATIC RESEARCH 
There is a field for investigation in social medicine by study of society 
from the point of view of emotion, anxiety and the proper use of leisure. 
Health itself is psychosomatic and more illness is caused by social mal- 
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adjustments than by smog. At the present time in the social world some 
old values that have stood the test of time may require recapture. 

Research is being carried out on the tissue changes which result from 
prolonged anxiety. There is also a movement afoot to obtain better defi- 
nitions in these disorders. It is a scientific approach but the vagaries of 
human personality are too subtle to be defined in words. We must not take 
the life and vitality out of the doctor’s personality by tying him down to 
rigid definitions. 


THE PSYCHOSOMATIC ASPECT OF THERAPEUTICS 
The influence on the mind of some therapeutic agent will vary with the 
constitutional make-up of the patient. This applies to a favourite prescrip- 
tion, a bottle of medicine or a proprietary article. Every doctor could 
provide examples, including a favourite spa or some other display of 
treatment. In assessing the beneficial result of a surgical operation, such as 
valvotomy, the influence on the mind must not be lost sight of. 


CONCLUSIONS 
The increasing rate of the advancement of scientific knowledge of bodily 
disorders, and the achievements of modern therapeutics, make the present 
time opportune for a discussion of psychosomatic disease. In a symposium 
from a number of contributors there will be facts and points of view which 
will set us thinking for ourselves. An introductory article should consider 
the spirit of the subject. 

Good doctors have always taken care of both the mind and the body of 
their patients. The clinician needs to exercise wisdom in bringing the latest 
medical science to the bedside for the benefit of the bodily disorder, but the 
personal or psychic side is part of the study of human nature, which may 
have changed little since the days of Galen. To understand the personality 
or constitutional make-up of our patients is more in the realm of art. It is 
learned by experience, which begins with sympathy and understanding, 
rather than with theory and preconceived ideas. It is based on the humility 
which comes from knowing our own fallibilities. Much may be learned by 
observing good clinicians at work, but didactic teaching may destroy some 
of the spirit. George Fox, who founded the Quakers, said, ‘It is our labour 
to bring all men to their own teacher in themselves.’ 

It may be unfortunate scientifically, but in practice it is common sense, 
which will help our patients, if we study their personalities in thought 
rather than in words. The time is not yet come—and possibly it never 
may—when the whole of medical practice is based on exact science. 

In undergraduate days, much of human nature during sickness will have 
been revealed by hospital patients. A student to whom this aspect of his 
work makes an appeal will find, in general practice, paediatrics or as a 
physician, full scope for his talents in psychosomatic medicine; which is 
not a specialty but is a concept of essential value to a doctor who takes 
the patient as a whole. 




















THE DIAGNOSIS OF 
PSYCHOSOMATIC DISEASE 


By WILLIAM PHILLIPS, M.D., F.R.C.P. 
Physician, United Cardiff Hospitals 


PsYCHOSOMATIC diagnosis calls for a far more sensitive approach to the 
patient than is required in the handling of many clinical problems, and 
until this is fully appreciated success will seldom be achieved. The core of 
the problem is that one is dealing with something which has hurt or upset 
a patient so much that illness has resulted, and that the cause of the hurt or 
upset is individual to the patient in that the circumstance, often trivial and 
ordinary to others, has been peculiarly noxious to the person concerned 
from its impact on a facet of the personality or life history of this individual. 
The ‘something’ may be an acute event or set of circumstances, or a chronic 
life situation with periodic variations in the intensity of stress produced. 
Most often, an acute event may be superimposed on a chronic background 
of relative stability or instability. 

Emotional factors may be the whole cause of an illness; the symptoms 
may be due either to somatic damage occasioned by these factors or to the 
anxieties and stresses produced by the emotions. For present purposes, 
relationships between emotions and somatic damage only will be discussed 
and purely nervous symptoms and the emotional effects due to illness will 
not be considered. Neither will any attempt be made to describe basic 
mechanisms of psychopathology, although some knowledge of these is 
essential to permanent success in treatment. 


THE IMPORTANCE OF THE HISTORY 
As in most diagnosis the history provides the answer, but in psychosomatic 
diagnosis, only the history can provide the answer and no ancillary method 
can replace, check or confirm it. To inquire of a patient whether anything 
is worrying him is usually a waste of time. To inquire whether he is a 
worrier, or to ask in what way worry or upset usually affects him, may 
produce surprisingly relevant answers, but in much of psychosomatic 
diagnosis far more is learned by allowing the patient to recount his whole 
history in detail than by any other method. This is obviously a time- 
consuming matter, but the point has to be made that no effective study of 
psychosomatic relationships is possible without time. Whilst it may seem 
difficult to give much time to an individual patient in the course of a busy 
day, since most of the illnesses concerned are long, chronic, relapsing 
illnesses, a considerable saving occurs if at the outset sufficient time can be 
taken to produce a real understanding of the nature of the illness on the 
part of both patient and doctor. 
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A further practical issue is that it is difficult to keep a patient’s con- 
fidence if labels which imply a physical cause for an illness are applied 
for long periods, often with corresponding medicinal or physical treatments, 
and then, after a period of years, emotional explanations are sought. From 
every point of view it can do nothing but good to know as much as possible 
about the patient as a person at the outset, and not the least of the rewards 
of careful study of the personalities of patients is the kind of self-analysis 
which inevitably takes place at the same time. 

At first, accuracy in establishing psychosomatic relationships is much 
more easily attained in the case of chronic illness, since the essential tem- 
poral correlation between stress and illness can then be shown to occur 
and recur sufficiently often for causation to be established with some 
certainty. Examples of illnesses of this kind are peptic ulcer, ulcerative 
colitis, migraine and psoriasis. That common conditions such as these 
should not be universally recognized as psychosomatic, either by patients 
or by their doctors, is readily explained by the novelty of the habit of looking 
for mind-body relationships. Such a habit contrasts with long-established 
habits of thinking of illness as something which happens to a patient as 
a result of external causes. This is why conscientious and indefinite search 
for such causes is much more natural to both patient and doctor than the 
exploration of the emotionally charged, uncharted maze of the mind. 
Even those interested in mind-body relationships tend only to consider 
such possibilities in conditions in which physiological mechanisms capable 
of producing such changes seem likely from their knowledge of physiology. 

It has been pointed out that in the first fifteen volumes of the journal, 
Psychosomatic Medicine, 80 per cent. of 206 articles are devoted to the 
circulatory system, skin, gastro-intestinal tract, respiratory system, pain 
and metabolic disturbances; yet it is probable that careful study of most 
common relapsing complaints without a specifically defined etiology will 
more likely than not in future show a clear psychosomatic origin. This 
being one province of medical research in which the inquiring general 
practitioner can play at least as important a part as a professional research 
worker, it would seem especially worth while for him to develop proficiency 
in this branch of work. 

Since intelligent patients often arrive at the correct appraisal of their 
illnesses long before the explanation has occurred to the doctor, it is norm- 
ally well worth inquiring whether the patient has any private view as to 
the cause of his illness. Often an even more useful approach is to ask the 
marital partner the same question since, particularly in the marital relation- 
ship over a long period, the opposite partner may well become aware of 
precise minor sensitivities and idiosyncrasies. 

Normally, only a very superficial and limited history is obtained at a first 
interview. At this stage it is usually profitable to make a careful physical 
examination, not only because it is essential to have an accurate view of 
the patient’s physical state but because many patients only begin to talk 
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freely about themselves after such an examination. The reasons for this are 
complex but the truth of the statement is undoubted. This seems to be an 
essential part of the doctor-patient relationship and one which it is important 
to consider, not only in therapeutic terms but also from a diagnostic stand- 
point. It is important to realize that awareness of the details of the doctor's 
own personality is a valuable diagnostic tool when he becomes able to note 
the patient’s reactions to his own personality as discussion proceeds. 


FOUR PATIENTS WITH PSORIASIS 

Consideration of relationships noted intuitively by patients indicates the 
sort of way in which one has to explore the patient’s life and personality 
for such correlations. On occasion some patients will volunteer a surprisingly 
specific type of emotional relationship with somatic effect. For example, 
four consecutive patients who suffered from psoriasis were aware that 
emotional stress was the only important precipitating factor in fresh 
exacerbations. 

The first announced categorically that a feeling of injustice would produce new 
lesions within twelve to twenty-four hours, the second invariably reacted to grief 
which she defined as being upset about illness in others and only in others, again 
within twenty-four hours. Another found that pleasurable sexual excitement had a 
similar effect, whilst a fourth found pleasurable planning of further business activity 


would produce new lesions. 
In each of these examples, the information about the psychosomatic 


relationship in the psoriasis came almost spontaneously at the end of 
a consultation about quite different matters. Four very precise answers 
came immediately or almost immediately when a casual inquiry was then 
made in the form of a question: ‘I see you have a little psoriasis—do you 
know anything that produces it?’ The patients had already begun to con- 
sider in the course of discussion of other problems their feelings and 
reactions to their environment and life situation, but it was almost startling 
to find that they could focus so exactly and with so little difficulty on a 
problem which had not been under discussion. 

The fourth began to reply to the question by saying ‘It’s the lack of sunshine in 
the winter isn’t it? At least that’s what doctor X told me’. On being asked ‘What 
do you think?’, ‘Oh well’, was the reply, ‘I know perfectly well what it is but please 
don’t tell Dr. X because he is such a pleasant fellow and I wouldn't like to hurt him’. 
Then came the answer: ‘Well, it’s like this. Last Christmas I started thinking about 
my business again and whenever I get into a frame of mind of thinking about 
developing the business, I lie awake at night for a couple of hours, perhaps for a week 
or a fortnight at a time and I love this, I just think and think and plan and plan 
and the first morning my psoriasis has always started again but I don’t mind’. 

The protective attitude taken by patients towards their doctors if they 
like them personally is well shown by this patient’s anxiety to avoid upsetting 
Dr. X. It may be this common attitude in patients aware of their own 
psychosomatic responses is explained by a beneficial effect of awareness on 
interpersonal relationships. Such patients often allow their doctors to 
pursue etiological myths such as exposure to cold, overwork and the effects 
of damp, vitamin deficiency and irregular bowel habits for long periods 
although perfectly aware of the true state of affairs. 
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The third patient in this group did not volunteer the relationship between 
his psoriasis and the sexual matters immediately and the clue was obtained 
only from considering quite chance remarks in a long history about some 
other symptomatology. 


He had had relatively little psoriasis for eight years previously and still less for 
five years and scarcely any for eight months. At the beginning of this period, his 
wife began to show signs of pre-senile dementia and after three years her condition 
evidently deteriorated and she had become quite demented a few months before the 
consultation. Even so, these clues would not have directed one’s attention to this 
kind of relationship had it not been for the patient’s intense blush when the question 
was first put to him, a blush followed by a flood of tears in a superficially very 
controlled man. The question was repeated with circumspection, realizing that some 
very sensitive aspect of the patient’s life was involved and, as often happens, a 
circumspect approach was effective since on saying that one did not wish to upset 
him and that he need not think further of the question if he felt the upset would be 
too much, the patient suddenly pulled himself together and said he was glad to have 
a chance of discussing it and proceeded to relate that in the course of a marriage 
unusually harmonious in mental and physical companionship, he had always found 
that the morning after particularly pleasurable marit«l intercourse, his psoriasis 
would be evident. 


Superficially there was no point of resemblance in the personalities of 
these four patients and little enough resemblance in the type of stress which 
had produced their skin lesions. In the absence of preliminary discussion, 
lasting perhaps forty minutes, it is very doubtful whether these relationships 
would have been established so quickly—or at all. 


TWO PATIENTS WITH PEPTIC ULCER 
Other examples of similar intuitive awareness on the patient’s part.are often 
found in peptic ulceration and its complications, although initially every 
kind of dietary indiscretion, dental difficulty, infection or other explanation 
may be proferred. A surprisingly close chronological correlation can be 
obtained between stress and most of the complications of ulcer. Two 
examples show simply how such information may appear. 


A foreman from an engineering works came into hospital with a severe hema- 
temesis which continued despite transfusion. Briefly, the history was that he had had 
dyspepsia since the previous February and the hematemesis had occurred late on a 
Friday night. On being asked about any stress or strain, he quite firmly denied such 
and the interview proceeded as follows :— 

Physician. ‘What is your work?’ 

Patient. ‘I am a moulder’. 

Physician. ‘Are you?’ 

Patient—sitting up abruptly and very aggressive. ‘Of course I am’. 

Physician. ‘Your hands don’t look as if you have done much moulding recently’. 

Patient—sinking back on his pillow and aggression disappearing. ‘Well, | am a foreman 
moulder now’. 

Physician. ‘How long have you been a foreman’. 


Patient. ‘Since last February’. 

Physician. ‘How do you like being a foreman’. 

Patient. ‘Oh it’s fine, I like it very much’. 

Physician. ‘Oh, I think I’d hate to be a foreman now with labour relations what 
they are’. 


Patient—-sitting bolt upright, very aggressive, thumping the bed with his fist. ‘Many a 
night I go home thinking I’d rather do the whole job myself than have 
to put up with it’. 
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It quickly came out that on the Friday evening he had had a row with 
some of his men who had been slacking and he had gone home convinced 
he would come back next morning to find he had started a major strike. 
It was suggested to him that for a number of weeks he would not be fit to 
go to work and that the responsibility of looking after him was in our hands 
and not his. Meanwhile, he could think over whether he could take another 
attitude towards his new job and to this end we would provide expert help, 
or alternatively he could decide to put up with going back to being a moulder 
and getting satisfaction from the exercise of his craft. Within an hour he 
was asleep and his pulse rate back to normal levels. No further hemorrhage 
occurred and after an uninterrupted progress for some weeks, the back- 
ground was again considered and on being asked what he intended to do 
about his job he said: ‘I have been thinking it over and decided I am going 
to take quite a different attitude to my job. I see exactly what things have 
upset me and it’s not going to happen again’. So far, a matter of some years, 
there has been no relapse. 

In another foreman, also presenting with hamatemesis, there was a 
variation on this theme. 

A highly skilled craftsman who had come to the locality from a different part of the 

country to be a foreman in charge of a large number of skilled craftsmen in a new 
industry, he had been uprooted from his environment and from the satisfaction of 
performance of his skilled job. Again he denied stress or strain, anxiety or nervous- 
ness but with the remark ‘I think I’d hate to be a foreman these days’ the whole 
background welled out to the patient’s relief. 
The presence of a large chronic ulcer with much cicatricial stenosis made 
surgery advisable but awareness of the psychosomatic relationship was 
obviously a great relief to the patient and, in my view, an insurance against 
further ulceration. 

An important distinction is to be drawn between handling different kinds 
of psychosomatic problems, even from a diagnostic standpoint. The patients 
with psoriasis did not offer any particular hazard so far as their skin con- 
dition was concerned even if very disturbing material was encountered in 
discussion, but peptic ulcer patients with complications need much more 
careful handling since injudicious disturbance in an already precarious 
emotional balance may have quite catastrophic effects, and it needs a good 
deal of judgment and experience to know how far to proceed when one is 
dealing either with much damaged organs, dangerous situations or very 
unstable subjects. 

A further lesson is to be learnt from the psoriasis patients I have described. 
It so happens that three of them were aware of the psychosomatic relation- 
ships, but one of them had never considered such a possibility and, when 
asked at the end of a preliminary discussion over another matter about the 
causation, she replied that she really had no idea and then went on to say 
‘ wait a minute, let me think’. Within a matter of seconds she went on: 
“How ridiculous, it’s quite absurd, I have never thought about it before and 
yet it’s so obvious now I do think about it. It’s always the same thing, it’s 
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always emotion. Wait a minute, let me think a bit longer’. Then finally came 
a positive analysis quite dramatic in its certainty to the patient that it was 
grief and grief of a particular character, anxiety over family illness, which 
had been the invariable precipitating factor. 


PROBLEMS IN MIGRAINE 

Such lack of awareness, even in intelligent subjects, is nowhere more often 
demonstrated than in migraine, a condition said to affect the intelligent 
predominantly. Possibly because of its start in the morning before the 
events of the day would appear to press on the patient, many are unaware 
of the psychosomatic relationship yet few, after adequate exploration, will 
fail to realize either then or in the future that this is inevitably a psychoso- 
matic problem. The type of stress which produces migraine is often of the 
most subtle character, often a highly specific type of circumstance such as 
the very frequent Sunday morning migraine of the hard-working, obsessional 
individual, particularly intolerant of disturbance in routine and exposed 
longer on a Sunday to some potent source of domestic stress. Many of these 
people will have noted the Sunday morning occurrence of attacks with 
dismay because they have realized vaguely that this is probably something 
to do with their own personal reaction habit but few identify the responsible 
elements in their make-up. Others are individuals who will load themselves 
with so much work that they arrive at a stage when they can do nothing 
because of the awful vista of work and the failure to perform the first of the 
day’s prescribed tasks starts an attack. With relationships as little obvious 
as this it is hardly surprising that iatrogenic belief in food idiosyncrasy or 
other facile explanation is clutched in temporary satisfaction. 

The examples so far cited are all of instances in which psychosomatic 
relations can be established fairly readily but in all the patients described, 
with the exception of the two ulcer patients, much preceding history-taking 
had occurred before the particular psychosomatic relationship was 
approached. 


LETTING THE PATIENT TALK 

Systematic history-taking to establish such relationships is quite possible 
with experience but it is unwise to try to adhere rigidly to a programme 
and, as a rule, a questionnaire type of history is useless for this purpose. 
Far better is it to let the patient discuss his history, both as regards the 
life situation and illnesses from his earliest recollection onwards, and then 
to amplify points after the patient has begun to recollect the past in a general 
way. Once the patient has been induced to start thinking about himself, 
the conversation can be guided from topic to topic so that the important 
focal areas of conflict and adjustment can be explored in a systematic way. 
The more silent the doctor can remain, however, and the more the patient 
can be induced to talk, the better. 

It is often necessary to start with simple questions such as inquiries 
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about nail-biting now or in the past, enuresis in childhood or since, stress 
frequency of micturition in childhood or later, difficulty in meeting strangers 
and making friends, fears of the dark in childhood, attitudes towards tidiness, 
whether a woman is houseproud, whether the patient can be described as 
serious or light-hearted and so forth. Then, from as early a date as the 
patient can recollect, it is important to know his reactions to his family, 
school, job or jobs, hopes and disappointments in life, early and adult 
attitudes towards sex and gradually, in this way, to form a general picture 
of the patient’s background so that periods of strain are defined and physio- 
logical or psychological responses chronologically related. In most female 
patients, the easiest approach to sexual problems is to inquire about men- 
struation, and attitudes to the menarche, the periods themselves or to the 
menopause. Later, direct questions about the physical side of marriage are 
important. Impotence is an example of a common condition habitually 
concealed until direct inquiry brings this disturbing material to light. 
Disturbances in the sphere of sexual adjustment are extremely common— 
if not to some extent universal—and it is essential to discuss and explore 
them; it is equally essential to do so in a tactful and impersonal way while 
realizing that failure to obtain a frank account implies the presence of 


difficulties. 


THE PATTERN OF THE PATIENT’S REACTIONS 
Gradually an attempt is made to see whether the patient’s reactions to 
particular stresses, or to stress in general, follow a fixed pattern, whether 
indeed any pattern can be defined or whether the impression gained from 
the history is that the patient has surmounted various difficulties of child- 
hood, adolescence and adult life in a stable and competent manner. Much 
detail about his parents and their attitudes to each other and to him, about 
the contentment, financial status, ambitions and fears of the home will lead 
naturally to discussion of matters which initially the patient may seem to 
attempt to evade, laugh off or blandly ignore. During the history-taking, 
pointers as to significant areas of conflict may be obtained from blushing, 
alterations of muscle tension, in voice or in ease of conversation or from 
changes in attitude towards the physician. As the interview proceeds, more 
and more material may emerge and the patient may quickly begin to see his 
illness in a fresh light. Often, however, especially with an inexperienced 
examiner, the patient seems unable to cooperate and discretion may indicate 
postponing further discussion. In these circumstances, after an interval 
which allows the patient to think privately about the turn the consultation 
has taken, a greater ease of discussion often follows. 

Once a reasonably complete account has been obtained of the patient’s 
development and of the development of the symptoms, it is useful to record 
them in double columns, placing on one side the important landmarks in 
the patient’s life story and on the other, the dates of development of symp- 
toms. This simple procedure often produces striking chronological cor- 
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relation. With an intelligent patient it is sometimes worth while at the end 
of the first interview to suggest that the patient take a week or two to write 
down a life history as carefully dated as possible and, after an interval of 
some days, to write down the history of the illness similarly dated. On 
occasion this exercise will produce a dramatic diagnostic and, incidentally, 
therapeutic result but will seldom be effective except in those intelligent 
patients who quickly gain some insight into the source of their difficulties 
after the initial discussion. 


ASSESSING THE PATIENT’S INTELLIGENCE 

The habit should be acquired of making a deliberate clinical assessment of 
the patient’s intelligence, trying to avoid the common error of overestimat- 
ing the intelligence of a patient with an attractive appearance. Unless the 
patient is of average or superior intelligence it is improbable that much 
success in establishing psychosomatic relationships will be achieved. This 
is not to say that those of inferior intelligence do not have feelings and are 
not as readily upset as others. It is well known that they are extremely 
sensitive, affectionate and very readily upset, but in them responses can be 
controlled by relatively simple explanation and reassurance far more 
frequently than in patients of better intelligence. Similarly, in the psychotic 
patient the problem is best left to the professional psychiatrist. To all 
patients it is important to explain that belief in a psychosomatic origin for 
their illness does not imply that the doctor feels the symptoms are imaginary. 
This kind of belief is usual and unless the patient can be convinced that it 
is not true, no headway will be made. Further, every effort should be made 
to induce the patient to realize that it is appreciated that, even if he has 
some intuitive awareness of something wrong in his life situation, it is not 
therefore expected that he should already have made an effort to deal with 
his difficulty unaided. 

It is often profitable to say to a patient that it is realized that when one 
feels ill it is impossible to think about the details of troubles sufficiently 
clearly to be able to do anything about them. Any suggestion of criticism 
is best avoided in the early stages. Later it should only take the form of 
a suggestion that a different course of action or conduct would seem in- 
dicated now that all the relative facts are conscious and not, as before, 
concealed and unknown. Any psychiatric or seemingly psychiatric approach 
to patients tends to arouse so much initial hostility and resentment that it 
is essential that the patient should obtain an impression of an understanding, 
sympathetic and unemotional attitude to his illness and be made to feel 
that, to the doctor at any rate, these troubles are quite as real as a broken 
leg or pneumonia. One of the easiest ways in which to secure the right sort 
of response is to encourage the patient to talk freely. Only too often the 
patient will say eventually that for the first time in his life or for the first 
time in a medical consultation, he has even been allowed to talk. 
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ULCERATIVE COLITIS AND THYROTOXICOSIS 

It is likely that in many psychosomatic relationships specific types of 
personality are involved and specific types of life difficulty are effective in 
producing symptoms. For example, in thyrotoxicosis and ulcerative colitis 
the kind of people and the kinds of stress involved are often in sharp contrast, 
and exploration of the life situation eventually has to bear differences of 
this kind very much in mind. Both kinds of patient are apt to be highly 
sensitive and insecure. The colitis patient tends to brood over simple 
everyday sources of domestic tension rather than quarrel and most of them 
are remarkably dependent, even in late adolescence and adult life, on 
others, especially on their mothers. The source of stress is usually remark- 
ably ordinary. 

Thus a pleasant woman of thirty was seen in an almost moribund condition with 
a history of diarrheea for six weeks, of diarrhoea with the passage of blood and mucus 
for four weeks and of the passage of blood alone for two weeks. Six weeks previously 
her husband had a letter asking whether his brother and family might come to 
live with the patient for a short period before settling down in a new job in their 
district. Four weeks before, it was agreed in principle that this should happen and 
two weeks before the date had been settled. The patient’s eventual comment was 
‘I can’t stand anyone coming near me—it upsets me too much—I| cannot express my 
feelings and I couldn’t say what I felt’. That night, a perforation of the bowel had 
to be repaired and another on the following night. Skilled psychotherapy with 
appropriate surgical measures produced a fully recovered pstient in six months 
who remarked ‘this iliness has been well worth while—I am a different person now 
—I can feel things—lI have never been able to feel things before’. 


In contrast, patients with severe thyrotoxicosis have usually been so 
frightened that they succeed in repressing the memory of the origin of their 
fright with astonishing success. 


A spinster in her fifties who kept house for her father and brother, who gave blood 
for transfusion regularly, and who in every way was a valuable citizen, appeared 
with severe thyrotoxicosis and professed no disturbance at all in life’s routine. The 
impression was of a competent, entirely truthful, responsible person. On going back 
point by point into the events of the months preceding the onset of her symptoms 
she finally remarked, ‘Nothing at all has happened—well, only my friend’s accident’. 
It was then learned that a woman friend had had a severe car accident with many 
fractures and considerable immediate danger. The patient had not been present 
and had not seen the friend after the accident and it seemed difficult to accept this 
as a source of important illness in this individual until one learned that ‘the friend’ 
was virtually the patient’s daughter in that in infancy the patient had taken care of 
her and brought her up while her mother, a widow, was at work. As soon as the 
accident happened, the friend’s baby was brought to the patient to care for as it was 
thought her mother was going to die. Symptoms of thyrotoxicosis appeared within 
hours of learning of the accident. In subsequent interviews the patient expressed 
increasing amazement and conviction that this could have happened to her since she 
regarded herself as stable, capable and the ofposite of nervous. So indeed she might 
well be considered but here was a vital trauma to a childless spinster. 


These examples show the importance of going into the family history in 
the greatest detail. It is essential to know, so far as possible, about the 
patient’s reactions to parents, marital partner, children, in-laws, people 
living in the same house, siblings and often equally important to know 
about workmates, employers and neighbours. 








THE MANAGEMENT OF 
PSYCHOSOMATIC DISORDERS 
IN GENERAL PRACTICE 
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THE general practitioner in Great Britain is still in the privileged position 
of being able to practise as a true ‘family doctor’. In spite of all that has been 
said and written on the state of general practice since the inception of the 
National Health Service he is now, in my opinion, more able to do so than 
in the past. Whole families are now ‘registered’ with their own ‘family 
doctor’ to whom they seem more loyal than in the past, and the doctor is 
now able to carry out all the ideals of comprehensive preventive and thera- 
peutic medicine without any anxieties about the patients’ financial burdens. 
Such a family doctor is in a particularly good position to establish close 
personal rapport with his patients, win their confidence and treat them as 
‘whole’ individuals, taking into account all the emotional reactions and 
disturbances in addition to the somatic and physical conditions which may 
require treatment. This philosophy of holism is really the basis of psycho- 
somatic medicine and implies that the body and soul must be treated 
cogether in all cases. 

Whilst a proper appreciation of the inseparable relationship of the psyche 
and the soma is necessary for the full and satisfactory practice of medicine, 
there are, nevertheless, certain real dangers in its overzealous and uncritical 
application, especially in the field of general practice. When faced with 
patients who are presenting with new and vague symptoms for which no 
good organic explanation is forthcoming, it is all too easy to label them as 
‘psychosomatic’ or ‘neurotic’ and leave it at that, whereas in fact there may 
be some hidden organic or emotional conditions amenable to treatment and 
relief. The label must never serve as a final diagnosis but merely as a useful 
reminder of the need for treating the patient as a whole individual. It is far 
safer in general practice always to think in terms of organic diseases when 
making the initial diagnosis while at the same time fully appreciating that 
no such organic lesion may be found. 


COMMON PSYCHOSOMATIC DISORDERS 
A strict and precise delineation and definition of these disorders is difficult 
because the term ‘psychosomatic’ is applied just to those conditions with 
functional and/or structural changes for which no specific etiology and 
pathology are known but in which emotional factors are considered to play 
an important part. It is probable that they occur as a response to stress in 
its various forms, and that the form of the particular functional disorder 


November 1956. Vol. 177 (554) 








MANAGEMENT OF PSYCHOSOMATIC DISORDERS 555 


depends upon the individual, his personality and his various systemic 
reactions. 

A considerable number of conditions are now classified as psychosomatic, 
including the more specific ones affecting the respiratory tract, skin, joints 
and supporting tissues, cardiovascular system, digestive tract and the female 
genital tract. It is possible, however, that with time some of these will be 
removed from this list when we know more of their causes. In addition to 
these more specific syndromes there is a whole host of more vague and 
indefinite symptom-complexes which occur at all ages and which con- 
stitute an important group of conditions in general practice. 

With ever-improving standards in preventive medicine and a reduction 
in tHe number of serious organic disorders this group of psychosomatic 
conditions will become relatively more important. We already see this in 
our child patients among whom the serious infective illnesses have been 
reduced, and we are left treating mainly ‘minor maladies’, among which the 
emotional problems are an important group. Similarly at other ages, but 
especially in the middle aged, do we see increasing numbers of these 
psychosomatic patients. 

This group of conditions is therefore an important one to the family 
doctor, both numerically and because these patients often present difficult 
problems in management. In the British Isles it is probable that they 
account for 15 to 20 per cent. of all the work in an average practice, or 
some 350 to 500 patients a year. To cope with this large number of patients 
the practitioner must of necessity have some simple approach which at the 
same time will give satisfactory results. 

The aims of this article are to examine the problems in general and 
particularly as they relate to the four most common psychosomatic disorders 
in general practice—essential hypertension, migraine, duodenal ulcer and 
asthma—and to discuss various clinical and epidemiological features and 
certain principles in management. 


CLINICAL AND EPIDEMIOLOGICAL FEATURES 

Before the management of these conditions can be discussed it is first 
appropriate to consider certain epidemiological and clinical features as they 
appear in general practice. The presentation and natural history of many 
diseases are quite different in general practice from what is seen in hospital 
practice. The family doctor is the only medical practitioner who is able to 
observe the true natural history and clinical patterns of disease, but even 
he finds it difficult these days since very few diseases are allowed to run their 
‘natural’ course without the interference of potent, and potentially dangerous, 
drugs and other technical procedures. This knowledge of natural history is of 
vital importance in management if we are to avoid unnecessary interference 
and the production of much iatrogenic disease. 
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ESSENTIAL HYPERTENSION 

No-one has ever found it possible to give an accurate account of the true 
incidence and course of this condition because no normal and unselected 
population has ever been followed up for a sufficiently long period of time. 
This is urgently necessary because there is at present a considerable un- 
certainty over the whole conception of ‘hypertension’, which must be a 
unique condition in that it is probably the only one where the diagnosis 
rests on the numerical findings of a clinical procedure. In the past there 
has been rather an uncritical tendency to accept the diagnosis of ‘hyper- 
tension’ too readily and to assume that all such patients require treatment 
to reduce the sphygmomanometric readings in order to prevent various 
complications. Is this really so? In how many has the condition remained 
silent and caused no symptoms or complications for many years? The real 
problem in hypertension is to know which cases require treatment and 
which do not. 

To illustrate these points further I would like to quote from my own 
experiences in a London suburban practice of 5000 patients. Over the past 
seven years I have found 305 patients in my practice with a diastolic blood 
pressure of over 100 mm. Hg. The sex distribution is of interest in that it 
shows a marked preponderance of women: 95 of these patients being men 
and 210 women. The age incidence, or rather the age at which the diagnosis 
was first made, shows the expected rise with age. Table 1 shows the rates 
per 1000 at risk. 





Age-group | 30-9 | 40-9 | 50-9 | 60-9 70-9 | 80 and over 








Rate per 1000 s | 25 | 110 | 205 | 351 | 276 








TaBLe 1.—Age distribution of hypertension. 


During this period of seven years, 36 patients with hypertension died, 
but not all the deaths were directly attributable to the disease. This is a 
rate of 12 per cent. The morbidity rate is more difficult to assess, but 62 
(20 per cent.) patients were found to have some definite complicating 
features, such as heart failure, renal failure, retinopathy or cerebrovascular 
accidents. Rather to my surprise I found that in only 35 (11 per cent.) 
were there any subjective symptoms which could not be related to any 
complications. 

The vast majority of these hypertensives, in my practice at any rate, are 
quite symptomless and remain so. A follow-up shows that they run a benign 
course for many years and often die from some quite unrelated cause. It is 
doubtful whether hypertension per se is responsible for any specific symptoms 
at all. The usually accepted symptoms are largely due to associated anxiety 
which is often a result of the patient being told of the diagnosis. 


This is well illustrated by Mra A., aged 55, a housewife, who had had a blood 
pressure of 220/120 mm. Hg for at least five years, which was quite symptomless 
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and with no evidence of complications. She was unwittingly told by a locum that she 
had ‘blood pressure’ and within two days she developed ‘giddy feelings and a 
pressure on top of her head’. It took weeks of reassurance and explanation before 


she lost her symptoms. 
The psychosomatic importance of hypertension is not so much in trying 


out various treatments to reduce its level but in preventing iatrogenic 
symptoms. 

MIGRAINE 
In this same practice of 5000 patients over the past seven years 145 patients 
have been diagnosed as suffering from migraine, with episodic headaches, 
vomiting and prodromal visual or other focal disturbances (two of these 
features were required for the diagnosis). 
































Age-group | Sex | 0-9 | 10-9 20-9 | 30-9 | 40-9 | 50-9 | 60-9 | 70 and over | Total 
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Tasie Il.—Age distribution of migraine. 


Here again the age and sex distribution are of considerable interest 
(table II). In men there is a fairly equal distribution from the teens to the 
seventies; in women, on the other hand, there is an apparent peak in the 
30-50 group and it is this peak which is partly responsible for the much 
higher rate in women: more than twice that in men. 

It is generally accepted that the condition is one affecting individuals of a 
certain make-up—intelligent perfectionists with fairly rigid personalities 
and a drive towards achievement and success—and it is possible that the 
differing incidence in the two sexes may be due to different reactions to 
emotional stimuli in sensitive subjects. In quite a good proportion of patients 
there is an obvious history of long-standing emotional upsets which seem 
responsible for the headaches and which diminish in frequency and severity 


if the cause can be corrected, as is seen in the following patient. 

Mrs. B., a married woman aged 31, had severe bouts of migraine for some three 
years and additional symptoms of tension. At first there was apparently no obvious 
cause for her illness but eventually this became only too clear when her husband left 
her to ‘go off with the woman next door’. After a period of difficulty she was resettled 
in a ‘prefab.’ with her young family, went out to work and became self-supporting, 
more confident and in better health than she had been for a long time. She had no 
migraine attacks for two years until she received a letter from her husband saying 
that he wanted to come back. The headaches recurred with a vengeance and persisted 
for the next year until a divorce was completed. 

The course of the condition is probably one with a tendency to a spon- 


taneous remission with age, and this is suggested by the distribution in 
table II. 

DUODENAL ULCER 
Although it is the custom to group duodenal and gastric ulcers together, 
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it is likely that the two are really distinct etiologically and clinically and it is 
duodenal ulcer which is of psychosomatic importance. 

In a study of two neighbouring practices (Finer and Fry, 1955) it was 
found that the incidence of duodenal ulcer was 13.2 per 1000 for the whole 
practice and 18.5 per 1000 for those over 20 years-of age. Men outnumbered 
women by 4:1 and in more than 80 per cent. the onset of symptoms was 





























Age-group | Sex 20-9 | 30-9 | 40-9 | 50-9 | 60-9 | 70 and over /Total (over 20) 
M 35 a4 Gat ms be] I 32 
Reco} F | (4 | 8.1 @ 5 6 - x 
1000 ———— | ——_— | | 
Both 
sexes 18 25 36 II 6 _ 18.5 








Tape III.—Age at first diagnosis in rates per 1000 of duodenal ulcer. 


between 20 and 50 years of age (table III). A follow-up of this group showed 
that surgery was eventually necessary in 25 per cent. of cases, but that in the 
75 per cent. who were treated ‘medically’ a satisfactory result was attained 
in the majority (i.e. the patient being either symptom free or having only 
slight symptoms which did not produce any excessive morbidity as seen 
in their medical records), and the patients were able to live at terms with 
their disease. Here again it is felt that there is a definite natural tendency 
towards spontaneous remission with age, and medical treatment is based 
on this supposition. 


ASTHMA 
A considerable amount of confusion exists over the terminology of ‘asthma’. 
Some would adopt a strict definition and confine it to episodic attacks of 
dyspnoea accompanied by wheezing in patients with a positive family history, 
whilst others use the term to include the acute and chronic wheezy bouts in 
chronic bronchitics. In my own practice I restrict the diagnosis to the former 
type of patient and exclude the true chronic bronchitics. 

The incidence of patients with acute episodes over the past seven years 
in my practice is 13 per 1000. The sex distribution is equal and table IV 
shows that there is a maximal age incidence in the young with a marked 
decrease after the age of 50. These figures differ trom the sex and age 
distribution noted in the other three conditions already discussed. 





Age 0-9 10-9 | 20-9 | 30-9 | 40-9 | 50-9 | 60 and over | Total 
Rate per 1000 
(both sexes) 20 | #18 18 12 12 6 Ss 13 














Tasie 1V.—Age distribution of asthma. 


The severity of the 67 cases in my practice can be graded. The severe 
group was clinically defined as those patients in whom, over the period of 
seven years, the attacks were severe enough to require one or more injections 
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of adrenaline for the control of their attacks; the moderate group required 
continuous drug treatment for more than one month in any one year; those 
mildly affected were those with slight and very occasional attacks which 
really required little or no treatment. There were 12 (18 per cent.) patients 
in the severe group ; 24 (35 per cent.) moderately affected and 31 (47 per cent.) 
in the mild group. This illustrates very well the fact that cases in general 
practice tend to be largely those of lesser and least severity. 

It is difficult to be definite as to the natural course of asthma, but taken as 
a whole there are many instances of patients who tend to lose their symptoms 
as they grow older and this is particularly evident in children. 


A CLINICAL CONCEPT 
Even from this brief discussion of a small personal series of cases certain 
trends emerge which have a bearing on our conception of psychosomatic 
disorders and their management. 

The incidence, as has been noted, is appreciable. Thus, the four most 
common disorders—hypertension (6 per cent.), migraine (2.8 per cent.), 
duodenal ulcer (2.5 per cent.) and asthma (1.3 per cent.)—show a 12 per 
cent. incidence rate in my practice. Other conditions which are generally 
regarded as psychosomatic disorders, such as rheumatoid arthritis, ‘fibro- 
sitis’, ulcerative colitis, hay fever and vasomotor rhinitis, thyrotoxicosis, 
and various menstrual and skin disorders, account for a smaller proportion; 
nevertheless, they raise the incidence to approximately 18 to 20 per cent. 

It is of interest to note the age distribution of the various conditions. In 
the majority the more specific psychosomatic disorders appear to affect 
principally adults between 30 and 60 years of age. They are rare in the 
elderly and uncommon in children. There ase two notable exceptions: 
essential hypertension has an incidence which rises with age but, as its 
etiology is so uncertain, it may well turn out that there are in fact a number 
of different types of ‘essential hypertension’, one of which has its basis in 
the degenerative changes which take place in the elderly; and in asthma 
the maximal incidence is in children. The less specific symptom-complexes, 
on the other hand, are often encountered in children and are related to 
various emotional problems at home and at school. They manifest themselves 
in various ways such as abdominal pains, headaches and bilious attacks and 
are often referred to as the ‘periodic syndrome’. In adults, too, there is a 
host of odd and unexplained symptoms such as abdominal pains, pains in 
the limbs and joints, pains in the chest, lassitude and tiredness, for which no 
satisfactory explanation is apparent and which may also be related to 
emotional stresses. 

There are some remarkable sex variations. Thus, in duodenal ulcer males 
outnumber females by as much as 4:1, whereas in hypertension, migraine, 
rheumatoid arthritis and thyrotoxicosis females predominate by an almost 
equal degree. The sex distribution appears fairly equal in asthma, ‘fibro- 
sitis’ and the various psychosomatic dermatoses. It is impossible to give a 
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satisfactory explanation for these marked sex variations but it must be 
attributed in some way to different stress reactions in the organs of the two 
sexes. 

The course of these conditions merits careful study, and more research is 
necessary. It does seem likely that many psychosomatic disorders reach a 
peak, in both incidence and severity, at middle age and then there is a natural 
tendency towards a remission, the condition ‘burning itself out’. The residual 
effects depend upon the structural changes which have occurred before the 
stage of remission has been reached. Thus, in duodenal ulcer, rheumatoid 
arthritis, ulcerative colitis, thyrotoxicosis and asthma irreversible inflam- 
matory and other changes may already have occurred before this remission 
takes place, whereas in migraine, hay fever and the dermatoses no structural 
changes occur and complete resolution is to be expected. 

From my own experience it is rare for a patient to suffer from more than 
one of these psychosomatic disorders at any one time and the only group of 
disorders to which some of these patients are prone are the affective neuroses 
and this is particuiarly evident in migraine and duodenal ulcer. It is also 
unusual in the course of these disorders to find any sudden and obvious 
emotional stresses resulting in a consequent psychosomatic episode. It is 
much more usual to find that it is the summation of a series of hidden 
stresses which is responsible. 


MANAGEMENT 
The family doctor, if he is to be able to cope with this large number of cases, 
must develop some simple and rapid method for their management—for 
manage them he must as only a very small proportion need referral to the 
consultant. It is therefore fortunate that the majority of the cases in general 
practice are of a relatively minor nature who do not require anything more 
than simple and common-sense management and who do well on this. 

The problems of management illustrate the principles of multiple 
causation and can best be examined under four headings. 

(1) The patient as an individual.—The family doctor is in a particularly 
favourable position to become familiar with his patients as individuals, and 
in this he is at a great advantage compared with his consultant colleagues. 
It is he who has treated these patients over the years for many major and 
minor ills and who has become familiar with their personal characteristics 
and reactions to stresses of various kinds. He knows what kind of a life his 
patients lead, their social status, their families, their hobbies and occupations, 
their achievements and failures, their hopes and despairs and above all it is 
he who should know what degree of success the patient has achieved in total 
adaptation to his environment. 

(2) The patient's environment.—This, and changes iri it, may play an 
important part in the development of psychosomatic disorders. Physical 
agents, such as infections, toxins, allergens and degenerations, must natur- 
ally be excluded on the routine clinical assessment. 
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Emotional aspects require a certain awareness on the doctor’s part, for 
the patients are often rather reluctant beeause of fear or shame to discuss 
many personal matters at the initial interview and the family doctor must 
above all be a truly tactful clinical tactician, asking the appropriate questions 
but at the same time leaving some questions unasked until a more suitable 
occasion presents itself. He must anticipate many of the patient’s queries 
and allay the fears and anxieties which lie beneath the surface and which 
require urgent and strong reassurance. 

The situation at home and at work requires assessment, the former being 
of much the greater importance. Thus marital disharmony is a major factor 
in many cases of migraine. Over-fussy and anxious mothers are often 
responsible for the persistence of asthma in their children and an important 
measure in the management of these children is to encourage these mothers 
to develop more self-confidence and to remove the child from their influence 
for at least some part of the day. Overcrowded housing conditions which 
require the young wife to share her kitchen with her mother-in-law are 
often responsible for menstrual upsets including premenstrual tension, 
dysmenorrheea and menorrhagia. Likewise the subjective symptoms in the 
middie-aged hypertensive housewife are sometimes the result of having her 
aged parents or in-laws live with her. Occupational stresses will also produce 
psychosomatic reactions. The frustrated ‘go-getter’ will suffer recurrent 
exacerbations of his duodenal ulcer and the resentful and anxious employee 
may develop a ‘spastic colon’ which may be extremely resistant to treatment. 

In children it is of vital importance to assess the home situation and the 
competence of the mother as a mother. The over-anxious and unsure mother 
is the one who will require management rather than the child who is 
suffering from abdominal pains, headaches, vomiting bouts or asthma. In 
the elderly a number of factors such as loneliness, financial insecurity, a 
feeling of unwantedness and boredom plus the physical effects of ageing 
may combine to produce psychosomatic symptoms and it is important to 
realize that many of these are preventable by suitable and kindly care. 

(3) The disease.—A thorough knowledge of the mechanism of the disease 
and its course is essential. This knowledge cannot be learnt easily from 
the textbooks because in general practice the patterns of disease differ 
appreciably from those within the hospital walls. The family doctor sees 
and studies disease in its raw and natural state, whereas the consultant is 
allowed to study and observe only those patients, usually the more severe 
grades of the disease, who are referred to him by the family doctor. The 
family doctor sees a much higher proportion of the milder cases which 
require much less drastic measures than those seen by the consultant. 

This appreciation of the grading of diseases and their probable courses 
with respect to morbidity, possible complications, response to treatment and 
mortality must all form a basis for the proper management of the individual 
patient. 

(4) What can be done for the patient?—Finally we come to the critical 
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matter of what advice we are to offer and what active measures we are to 
take to help our patients. 


WHAT CAN BE DONE FOR THE PATIENT 
We must realize above all that the first essential is an accurate diagnosis 
and to appreciate that a label of ‘psychosomatic disorder’, or one of its more 
specific variants, is of little help in itself as it goes no way at all towards 
elucidating the causation and the application of some specific therapy. Once 
again it must be stressed that the possibilities of other organic and treatable 
causes must always be considered in the differential diagnosis. 

As a first step in management these patients should always be examined 
clinically and, if necessary, suitably investigated. Personally I find it quite 
impossible to carry out this clinical examination and assessment during a 
busy surgery and I make a point of seeing all these patients initially by 
appointment so that they can be examined and interviewed at one’s leisure. 
This interview, apart from enabling a diagnosis to be made, is important 
in that it gives the patient confidence and shows that interest is being taken 
and an effort being made to arrive at a definite diagnosis. No special tech- 
niques are necessary but rather an ability to listen, to appear interested, to 
inspire confidence and to anticipate hidden fears and anxieties by appropriate 
reassurance and encouragement. If obvious aggravating factors emerge, 
suitable advice should be given, and perhaps other members of the family 
seen and the problems discussed and resolved. 

These patients are often very tense, anxious and depressed and unable to 
sleep and some form of sedation is indicated. Whilst sedative drugs are 
often abused, they are still a most useful group of therapeutic agents in 
general practice. Small doses of phenobarbitone or similar compounds with 
suitable reassurance will usually produce remarkable improvement in a 
relatively short time. 

These short, simply conducted interviews are all that is necessary in the 
way of supportive psychotherapy in the majority of instances. Specific and 
specialized psychotherapy has a relatively small place in the management of 
psychosomatic disorders. Asthma and the dermatoses are probably the only 
conditions in which it is sometimes indicated and few cases therefore should 
require referral to the psychiatrist. 

One ancillary technique which may find an increasing place in the 
management of these patients in general practice is the use of hypnotherapy, 
and this has been demonstrated by my partner who has had some remarkable 
successes in some psychosomatic disorders among his own patients. 

Although the exact etiology of these disorders is uncertain, there are 
certain specific measures which are essential in their management. Thus, the 
antispasmodics are necessary in asthma: adrenaline by injection for the acute 
attacks, ephedrine and aminophylline for maintenance therapy and the 
various sprays for the moderate attacks and to give the patients confidence. 
Ergotamine tartrate is one of the sheet anchors in the management of 
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migraine. Powerful hypotensive drugs are now available for the treatment 
of severe hypertension but are only rarely indicated in general practice. 
Surgery can be relied upon to cure the severe and uncontrolled duodenal 
ulcers and ulcerative colitis. Cortisone may have a place in the management 
of the dermatoses, rheumatoid arthritis and severe asthma. 


RESULTS OF TREATMENT 
What results may be expected from these simple forms of treatment? 
Experience in my own practice suggests that they are surprisingly successful. 

The majority of hypertensives in general practice are asymptomatic and 
uncomplicated and should remain so. In a seven-year period, out of my 305 
hypertensives, 36 died (12 per cent.); in only 62 (20 per cent.) (and this 
includes many who subsequently died) were there any complications; and 
in only 35 (11 per cent.) were there any subjective symptoms unrelated to 
complications. The referral rate to hospital or consultant was 51 (17 
per cent.) 

The results of the management of migraine were also satisfactory. Of 145 
patients treated, 93 (63 per cent.) were well controlled; 42 (29 per cent.) 
were moderately well controlled, and in 11 (8 per cent.) there was failure to 
improve. Only four of these patients required referral to a consultant. 

It has already been stated that in 75 per cent. of the duodenal ulcer 
patients ‘medical’ treatment was able to keep them relatively free of 
symptoms and at work. 

A follow-up of the asthma patients (a total of 67) showed that over seven 
years, two had died, two were severely disabled and unable to work, eight 
were moderately disabled and required more or less continual therapy; the 
remaining 55 (82 per cent.) were all leading normal lives with only occasional 
and minor episodes which required either no specific treatment or merely 
an inhaler or a tablet of ephedrine. 


CONCLUSIONS 
This is a brief report of the experiences of one family doctor practising in a 
London suburb. In my practice psychosomatic disorders account for 15 to 
20 per cent. of all my work and to cope with them some simple methods of 
management are necessary. It is gratifying to find that the results of this 
management are satisfactory, but whether these good results are the result 
of treatment or merely an expression of the natural course of the disorders is 
another matter. 
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THE scientific triumphs of the past twenty years, which have brought under 
control diseases of the flesh that had been running riot for twenty centuries, 
have been accompanied by an increased, rather than a lessened, interest in 
diseases of the mind; so much so, in fact, that psychiatry, not long ago 
regarded as a sort of intellectual hobby, has become an important branch of 
medicine, with a particular influence on the care of children sent to hospital. 

The term, psychosomatic disease, implies the presence of mental and 
physical symptoms arising from the same cause, though not necessarily at 
the same time. The features of psychosomatic disease differ in the adult and 
the child, because, inter alia, their bodily ills and mental development differ. 
The minds and emotions of adults are complex. They have ambitions, 
frustrations and regrets, long memories and deep loves and hates, and labile 
moods and imaginations and powerful impulses that, restrained in health, 
may emerge in illness to produce an overlay that is likely to complicate 
treatment and delay recovery. On the other hand, children are psychologi- 
cally immature, yet capable of feelings to which they are unable to give 
adequate expression ; and the mental aspect of their diseases is often ignored 
or misunderstood by grown-ups who have no recollection of their early 
reactions. Mental disturbances occur in many childhood diseases, and it is 
the purpose of this article to indicate their nature, significance and treatment, 
and discuss a few of the diseases in which they are outstanding. 


FACTORS INFLUENCING THE MENTAL STATE IN DISEASE 
The mental effects of a disease vary according to its type and duration, and 
the interplay of a number of factors such as temperament, training, environ- 
ment and age. 

Illness at any age causes malaise or unhappiness; and under one year of 
age this is possibly the only change in the state of mind. But about the 
second year, fear shows up as an elementary emotion, arising from discomfort 
or pain, medical examination or treatment, or separation from the mother 
and the strange environment of a hospital. Fear gives rise to crying, 
screaming or clinging but, at the toddler stage and beyond, is sometimes 
expressed as truculence or bellicosity, or leads to hysteria or wide-eyed 
immobility. 

Mental reactions to disease and the altered way of life involved are to some 
extent a function of temperament, whether phlegmatic or excitable, cheerful 
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or despondent, bold, fearful, gregarious or solitary. Temperament is deter- 
mined by genetic inheritance, and accounts for the pattern of behaviour 
before it is modified by precept, training and environment. The character 
of the mental reaction is also conditioned by the kind of disease. Some 
diseases, because they are mild or short-lived, cause a slight reaction: 
nothing more than a damping down, or maybe an exaggeration, of the mood 
or moods of the individual in health. Others go beyond this and evoke 
abnormal or pathological and often characteristic mental states, and it is 
with these that we shall chiefly be concerned. The mental component due 
to certain congenital abnormalities, cerebral birth injuries, severe acute 
infections such as poliomyelitis which cause permanent somatic insults, and 
the like, may find expression not immediately, but later, in adolescent or 
early adult life, as aberrations of the personality and behaviour within, but 
sometimes towards the periphery of, the normal range. 


SYMPTOMS OF PSYCHOSOMATIC DISEASE 
Irritability, anxiety, depression, euphoria, emotional instability, hyper- 
kinesia and abnormal behaviour alone, or in various combinations, are among 
the chief symptoms of mental disorder in psychosomatic disease. The 
prominence of a symptom or a group of symptoms depends upon the nature 
of the malady, and the age and temperament of the sufferer. 

Irritability is found in a wide variety of acute and chronic conditions, 
for example in vague states of ill health resulting from undernutrition and 
strain at school, in children with tics and chorea, and before an attack of 
grand mal or the periodic syndrome. It may indicate the possibility of a 
subdural hematoma in a young infant with vomiting and a tense fontanelle, 
or be a prelude to the onset of tuberculous meningitis. Irritability is marked 
in all forms of meningitis, and it is characteristic of acrodynia. 

Anxiety can be regarded as fear modified by imagination and memory of 
previous experience. It is therefore not much in evidence before school age, 
and then it is to be seen in the thin, timid, insecure type of child, in 
asthmatics, and sometimes in enuretics; and it is part of the picture of 
ulcerative colitis and hyperthyroidism. Depression of spirits is natural to all 
kinds of illness. In acute conditions it is generally mild and overshadowed 
by the somatic element, and usually disappears rapidly on convalescence; 
it can be severe in infective hepatitis, acrodynia, and on recovery from 
encephalitis, meningitis and head injuries; and it may become a problem in 
illness of longer duration, such as rheumatism, nephritis and recurrent 
asthma, for it is an intrinsic barrier to recovery, conducive to anorexia and 
loss of flesh and energy. Euphoria is rarely recognizable in children except 
perhaps in certain forms of mental defect, and from the use of the adreno- 
cortical hormone. A degree of emotional instability is not unnatural in healthy 
children, but it may be an exaggerated feature in chorea, hyperthyroidism, in 
amaurotic family idiocy and following encephalitis. 

Functional or organic lesions of the nervous system should be suspected 
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when children display hyperkinesia, in which there is continuous semi- 
purposeful activity, easy distractibility and sudden outbursts of temper 
when crossed. Affected children are apt to be incorrigibly disobedient, and 
often destructive and violent towards other children and their parents. 
There are degrees of the disorder, which is not unusual in epileptics and 
sometimes follows encephalitis. Some children are clearly mentally defective. 
Others are on the fringe, and in them the mental disorder may get better or 
worse. 

Finally, there are the problem children: so-called because of their abnormal 
behaviour which causes difficulties at home and at school, and embarrass- 
ment or distress to the parents. Some become depressed and withdrawn, 
tearful and sulky and hard to manage. Others take to being aggressive and 
rude, or to having temper tantrums, or lying and stealing, or playing truant. 
Such conduct may be due to general ill health or mismanagement or neglect, 
or to parental discord or separation and the lack of precept and training; 
but it also occurs in epileptics and quite often is a sequel to encephalitis, 
particularly following pertussis, measles or chickenpox. 

At this stage it seems opportune to discuss the intimate relationship 
between the mental and physical elements in a few of the well-known 
psychosomatic disorders met with in general practice. 


ACRODYNIA 

Acrodynia (pink disease) stands pre-eminent as a disease of early childhood 
in which there is sustained misery; for irritability, insomnia and depression 
are outstanding symptoms, along with anorexia, loss of flesh and hypotonia. 
The condition occurs between 1 and 3 years of age, and is now imputed 
to the use of teething powders containing mercury. Other symptoms include 
redness of the hands and feet, intense itching of the skin, photophobia, 
tachycardia, sweating and catarrh of the mucous membranes. Acrodynia is 
occasionally fatal but generally runs a subacute covrse over many months 
with gradual recovery. Affected children should not be admitted to hospital 
if it can be avoided, as they are very vulnerable to cross-infection, and it is 
undesirable to increase their emotional upset by separating them from their 
mothers. 


EPILEPSY 

Genetic (primary or idiopathic) epilepsy affects children above the age of 
2 or 3. Grand and petit mal are the types most often encountered, and 
sometimes occur together in the same individual. Psychomotor and Jack- 
sonian epilepsy are comparatively rare before puberty. The frequency and 
severity of the fits in untreated cases are very variable. Major fits occur at 
irregular intervals: once every few months or more often. Petit mal attacks 
are much more numerous and occur daily. Both types cause changes in the 
electroencephalogram by which they can be recognized. 
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Epilepsy is a sensational disorder causing more concern and alarm than 
asthma, cyclic vomiting or any other periodic illness. Affected children 
are at first mentally and emotionally like other children, but parental anxiety 
may make it difficult for them to remain so when it leads to indulgence and 
indiscipline on the one hand and restriction of physical activity on the other. 
Some become moody, irritable and unhappy, and this and other conditions, 
such as parental disharmony, poverty, overcrowding, ill health or strain at 
school, may provoke fits in susceptible children, or interfere with the 
function of specific drugs to prevent them. The elimination of such adverse 
factors, as when children are admitted to hospital owing to the failure of 
drug therapy at home, will often abolish or reduce the number of attacks. 
The proportion of children with genetic epilepsy whose fits are not well 
controlled by drugs is difficult to compute and this group provides those 
who become behaviour problems, hyperkinetic or mentally defective. 

It is important to recognize that outbursts of temper or irritability may 
in reality be manifestations of epilepsy: so-called epileptic equivalents. 
They indicate the need for the institution of therapy, increase in the dose 
of the drug in use, or its substitution by another. 


ASTHMA 

Adult sufferers from asthma are for the most part of the nervous sort, 
inclined to be tense and sensitive, and very responsive to social atmosphere. 
Stress and emotion are potent factors contributing to the incidence of their 
attacks. Nervous influences in childhood, especially in early childhood, are 
less active, but their role increases with age, experience and mental develop- 
ment. Allergy is the uncomplicated cause of asthma in early life. Many 
children with eczema due to food allergens acquire asthma from air-borne 
allergens during their 3rd year. Asthmatic attacks usually begin during the 
4th or sth years, are troublesome for the next three years or so, and then 
cease. They are not severe as a rule, and most children are able to lead a 
normal life at home and at school. 

In the minority the attacks are more frequent and prolonged and some 
children are so seriously affected that they become psychologically as well 
as physically handicapped. The attacks cause fear and apprehension, and 
give little chance for the normal evolution of emotions and impressions. 
The young asthmatic grows up more or less the centre of a household 
charged with anxiety and stress on his account, so that it is difficult for him 
not to become obsessed with his malady. Later on, schooling and games are 
greatly interfered with at a time when he should be learning to adjust himself 
to other children and cope with elementary difficulties. 

If the attacks cease, these children may be in a position to make up lost 
ground and acquire a normal outlook. If they do not cease, the mental effects 
become permanent with a tendency to irritability, anxiety and depression 
and somewhat irrational behaviour for minor reasons. Ih contrast is the 
remarkable courage with which many asthmatics learn to face their tribula- 
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tions, and achieve success in their undertakings, for their intellectual powers 
are essentially unaffected. 


ENURESIS 

Enuresis is prevalent in all grades of society, and is nocturnal or diurnal or 
both. Boys suffer more than girls. The causes are considered to be organic 
or functional, and reflex disturbances affecting the nervous control of the 
bladder—intestinal parasites, phimosis, constipation, vulvo-vaginitis and 
urinary hyperacidity and the like—are thought to have a bearing in some 
cases. Organic causes include infection and congenital deformities of the 
renal tract, and neurogenic disorders resulting from spina bifida, meningo- 
cele and diseases of the nervous system such as poliomyelitis. Fisher and 
Forsythe (1954) believe that enuresis persists in about 10 per cent. of affected 
children, and that this is the group in which some form of organic disorder 
is likely to be found. When physical abnormalities cannot be found, the 
enuresis is called ‘functional’ and is generally treated with new and ancient 
remedies for periods that vary according to the patience and perseverance of 
all concerned. Drugs, such as ‘pro-banthine’ (propantheline), and ‘di- 
sipidin’ snuff occasionally seem to be of help. Eventually most children 
become dry. 

Enuresis has received the attention of psychiatrists for many years, and 
some engaging theories have been advanced to explain it. Winnicott (1931), 
who has made a close study of the subject, links it up with guilt or anxiety 
associated with the repression or otherwise of masturbation fantasies. Be 
that as it may, psychiatric advice sometimes yields results where nothing 
else does. The psychic element in enuresis may be difficult to discern. 
Whilst some patients have a good home environment, are well adjusted, and 
regard their trouble reasonably objectively, others seem to be all these 
things and are not. Older children especially may have feelings of guilt or 
shame, and very real suffering, concealed under a mask of indifference. 
Others make no secret of their unhappiness. Should they be miserable, 
dejected or unkempt, it is probable that they come from bad homes where 
there is mismanagement, or parental dullness or incompetence, or drunken- 
ness; or the children may be illegitimate, or the parents separated, so that 
their care devolves upon the grandparents or foster-mother or an institution. 
These children naturally have a sense of being unloved and insecure. They 
do not do well at school and, should they be incontinent by day, they become 
the object of scorn on the part of their schoolmates and a source of annoyance 
to the teacher. It is the purpose of psychiatric inquiry to bring all these 
difficulties into the light of day, and advise how they may be overcome; for 
as long as they persist, it is likely that the enuresis will persist as well. 


ORGANIC BRAIN LESIONS 
Children with disabilities from organic brain lesions are distributed rather 
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thinly throughout the community, so that, whilst the practitioner is familiar 
with them, he does not meet them in the numbers and diversity encountered 
in the hospital outpatient departments to which so many are referred. The 
lesions are incurred during intra-uterine development or in the process of 
birth, and as a result of later disease or accident. The neurological mani- 
festations depend upon the nature, site and severity of the primary fault. 
Spasticity and paralyses are the most frequent, from interference with the 
development of the foetal nervous system, cerebral birth injury or infantile 
hemiplegia. Choreoathetotic movements, ataxia, tremor, altered gait and 
imperfect speech and hearing may have a similar origin, or be attributable to 
prematurity, encephalitis, poliomyelitis and meningitis. 

The psychic effects of brain damage present as behaviour disorders of 
variable severity, and can be flagrant when the neurological signs are 
minimal, and mild when they are gross. The time and duration of the dis- 
orders depend upon the causal lesion. When this has occurred before or at 
birth, they become evident at the toddler stage, when play and rivalry with 
other children begin, and persist into the school years. Abnormal behaviour 
may be an immediate sequel to encephalitis following pertussis, measles 
or chickenpox in older children and last for a period limited to months or 
a year or so; but after encephalitis in infancy, although there may be a 
latent period before the disorder shows up, the effects are apt to be more 
severe and persistent, as the nervous system is more vulnerable at this age. 

Abnormality of behaviour may not amount to more than depression, with- 
drawal and solitariness, with a gradual return to normal spirits and enjoy- 
ment. Or it may be dynamic with hyperactivity and destructiveness as the 
salient features. Milman (1956) reviewed the behaviour disorders in 22 
brain-damaged children and found that, in spite of a variable etiology, they 
all conformed fairly well to a uniform pattern. Their intelligence was normal 
or low, and memory, reasoning and understanding of what they saw were 
impaired. These defects, along with speech and motor difficulties, made 
their performance at school and at play inferior to that of normal children. 
They reacted similarly, whatever the original cause, with a tendency to 
anxiety, depression, disappointment and frustration. This led to bad 
behaviour in the form of restlessness and inattention, hyperactivity, 
aggression and destructiveness, and withdrawal and day-dreaming and 
preference for the company of younger children. 

The abnormal behaviour is a bar to the peace and happiness of the home. 
These children seem unable to return affection, and their activities impose 
a heavy burden on the mother who has to devote to one a great deal of time 
and effort that should be shared out among the family. 


MANAGEMENT 
Treatment of the patient is, and always will be, an art as well as a science. 
As an art it can be mastered only slowly and with difficulty, for, above all, 
it requires knowledge of human behaviour. Behaviour is of infinite variety 
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and complexity, in health and disease, from childhood to old age. For a 
medical man it is a never-ending study, which, to be rewarding where 
children are concerned, must be based on the principles that he should be 
simple and gentle in approach, unhurried, and of inexhaustible patience. 

The assessment and treatment of psychosomatic conditions in children 
are mainly in the hands of the family physician. In addition to those already 
described may be mentioned breath-holding attacks, temper-tantrums, pica, 
head-banging and wakefulness in infancy; tics and nervous habits, stam- 
mering, night terrors, fecal incontinence and some types of constipation 
in early childhood; later on, spastic children and those with congenital 
defects, headaches and abdominal pains. The family physician is in the best 
position to evaluate and treat these disorders, and is unlikely to need the 
services of the psychiatrist in dealing with them, except in cases of special 
difficulty. 

Intimate knowledge of the background and the character of the members 
of the family is essential for the best results in the handling of children 
with epilepsy, asthma, brain damage and enuresis. As has been seen, the 
value of specific drug therapy is often vitiated by social, economic and 
emotional difficulties, and the family physician can ‘ease the load’ by advice 
and management as much as by prescribing. His task is easier when he has 
to deal with parents of good intelligence in satisfactory homes, where his 
counsel on matters of health, rest, diet, school attendance, recreation and 
so on is likely to be followed. Under less favourable circumstances he may 
have to supplement advice by benefits such as better housing, district visiting 
or home nursing, additional nourishment, open-air schooling, convalescent 
care and child guidance obtainable through the hospital or municipal 
services. 

Sedatives are useful as adjuvants to diminish emotional disturbances, 
especially during periods of heightened stress. One of the best is sodium 
phenobarbitone as an elixir containing $ grain (30 mg.) to the dose, one to 
three times daily to children over the age of 2 years, and half this dose under 
2 years of age. In the few children who have an idiosyncrasy, phenobarbitone 
causes excitement rather than sedation, and in such cases chloral hydrate, 
§ grains (0.3 g.), can be used instead. Seconal, } grain (45 mg.), given for a 
few nights is of value where noisy wakefulness prevents proper rest not only 
in the child but throughout the entire household. 

The drug treatment of asthma and epilepsy is outside the scope of this 
article, but attention must be paid to the recent use of chlorpromazine in 
behaviour disorders. It is of particular value as a calming agent in hyper- 
kinetic children. It reduces psychomotor excitement so that they are quieter, 
more cooperative and reasonable and sleep better. Chlorpromazine should 
be prescribed initially in doses of 10 mg. three times daily, increased by 
5 mg. to 20 mg. three or four times daily if necessary; alternatively, 1 to 
2 mg. per pound (2.25 to 4.5 mg. per kg.) of body weight per day in four 
equally divided doses. Side-effects such as jaundice, urticaria and leucopenia 
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are not seen in children although depression can be severe, and cause a good 
deal of weeping, if the size of the dose is increased too rapidly. 


THE CHILD IN HOSPITAL 

The problem of psychosomatic disease in children’s hospitals is somewhat 
different from that in general practice. The majority of the patients are 
admitted for acute conditions and their stay is short. The mental side of 
their illness is not conspicuous, amounting to delirium, anxiety or depression 
soon dispelled by convalescence. But children in hospital for weeks or 
months may exhibit mental symptoms natural to the illness on the one hand, 
or engendered by change of environment and separation from home on the 
other, and in their case occupational therapy, teaching and television and 
frequent visiting can do much to relieve boredom, prevent depression and 
maintain interest in life. 

Of recent years psychiatrists have stressed the incidence of mental trauma 
from hospitalization, particularly of children in the younger age-groups, 
to such effect that their management has substantially altered. They are now 
admitted more circumspectly and discharged sooner than formerly, whilst 
restrictions on visiting by parents have been greatly modified. Preventive 
medicine, the antibiotics and the ancillary diagnostic services now available 
to the practitioner have, in fact, gradually lessened the need for inpatient 
treatment, and the time may not be far distant when civilized countries will 
pride themselves not on the number and size of their hospitals as at present, 
but on the very reverse. 

There is, however, a tendency to make too much of the adverse effects 

of hospitalization on the child mind. It is easy to become sentimental 
where children are concerned, and sentiment should not be allowed to 
interfere with judgment where hospital care is clearly indicated. Children 
settle down very quickly in hospitals staffed by nurses and doctors who are 
aware of the importance of making them happy, and, subject to the limita- 
‘tions imposed by treatment, know how to do it. Under such conditions few 
suffer more than minor and temporary emotional upsets as an aftermath. 
Those whose upset amounts to mental trauma are for the most part such as 
have been endowed with an unstable temperament, or have had too precious 
an upbringing. When children miss their mothers to the extent that they 
remain miserable and inconsolable, as occasionally happens, they should be 
discharged home as soon as possible. 

The problem of the child in hospital has recently been studied by an 
international group of pediatricians and psychiatrists whose deliberations 
form the subject of an informative report published by the World Health 
Organization (1955). 
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In 1930, Cecil D. Murray, who was then still a medical student, published 
a most unusual article in the American Journal of the Medical Sciences on 
‘Psychogenic factors in the etiology of ulcerative colitis’. From this original 
contribution has emerged the present so-called psychosomatic hypothesis, 
according to which ulcerative colitis, a severe organic disease of the colon, 
is considered to be the result of a specific emotional conflict, occurring in 
individuals who are characterized by certain traits in their personality 
structure, which seem to make them more vulnerable to emotional trauma 
in their interpersonal relations. 

Murray’s hypothesis not only challenged all existing theories. It also 
defied what had hitherto been a pillar of zoth century medical thinking: 
that, whilst psychogenic factors can produce functional diseases, organic 
disorders, characterized by morphological damage in the tissues, can be 
caused by organic pathogenic factors only. It is not surprising therefore that 
it gave rise to much controversy, a controversy which has not yet subsided. 

It is a striking fact, however, that of all those who have tried to repeat 
Murray’s work there is none, so far as we are aware, who has failed to con- 
firm his fundamental observation. Investigators differ in details about the 
exact formulation of the personality structure that is supposed to form a 
predisposition for the disease. It is also a matter of debate whether emotional 
conflict situations in themselves are responsible for every attack of ulcerative 
colitis, or whether they are only a precipitating factor when occurring, 
together with some organic agent, which is still unknown. But in the main, 
the concept that ulcerative colitis is a psychogenic disorder stands un- 
defeated. It is the purpose of this article to present a formulation of the 
psychosomatic hypothesis and to review the evidence, which today, 26 years 
after Murray’s contribution, is available for its support. 


THE PSYCHOSOMATIC HYPOTHESIS 
The psychosomatic theory of the etiology of ulcerative colitis can be 
formulated as follows :— 

(1) Certain individuals possess in their personality structure a ‘core’ of 
characteristics (partly inherited, partly developed under influence of certain 
youth situations), which make them more vulnerable than others to certain 
types of interhuman conflicts that threaten their emotional security, especi- 
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ally if these conflicts occur with ‘key-persons’ in their close environment: 
€.ge parents, step-parents, brothers or sisters, marriage partners, teachers, 
employers, colleagues, neighbours. 

(2) In the acute cases the disease breaks out after a latent period of not 
more than twenty-four or forty-eight hours after such an individual has met 
a conflict, which is characterized by a coarse, usually verbal offence, a 
humiliation, often in the presence of others, which hurts the patient’s self- 
respect and leaves him, or her, defeated and humiliated. Often this gross 
offence refers to the inferiority of the individual in his, or her, function as a 
male or female. Recurrences follow similar offences, to which the patients 
seem to become more sensitive (by ‘facilitation’) as the disease proceeds. In 
the cases of insidious onset, the conflict consists of a series of minor offences 
of a similar type, occurring in a life situation from which the individual 
cannot free himself, or herself. 

(3) Irrespective of whether the feelings of humiliation and defeat are 
conscious or not, the emotional trauma is not discharged in fighting, weeping, 
speech or action. In other words, the individual does not respond by 
adequate, or pathological, outwardly directed aggressive or defensive 
behaviour. This inhibition of a behavioural discharge converts the external 
interhuman trauma into an internal conflict situation. It is this emotional 
conflict within the individual which, through mechanisms and along path- 
ways that are as yet insufficiently understood, probably via certain processes 
in the central nervous system, produces the changes in the colonic mucosa 
that are responsible for the clinical and pathological signs of the disease. 

According to this concept, ulcerative colitis is an organic disease with a 
predominantly psychogenic etiology—a psychosomatosis. The relationship 
between the constellation of causal factors and the ensuing disease of the 
colon is considered to be specific in three respects: (a) through some 
peculiarities of a predisposing personality structure, which makes the subject 
more vulnerable to (b) a certain environmental (interpersonal) stress- 
situation, against which (c) the individual does not, or cannot, defend himself 
by action or words. 

These three factors, although they can be distinguished, are mutually 
dependent. 

The evidence in favour of this theory will now be summarized, based 
upon our own experience. 


PERSONALITY STUDIES 

Practically all observers, psychiatrists and others, who have been able to 
spend the time and effort necessary for this kind of research have confirmed 
the presence of some special personality traits, attitudes and/or behaviour 
patterns in these patients, either by the method of psychoanalysis or by the 
biographical anamnesis. These ‘traits’ can be recognized to have been 
present in the life histories of the patients before they developed the disease. 

The personality structure of practically all patients investigated contained 
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a number of ‘neurotic’ behaviour patterns in addition to more normal 
features. The psychiatrically trained investigators are struck by the emotional 
immaturity, dependence, sensitivity, egocentricity and neurotic anxiety of 
these patients, and are inclined to classify most of them as rather severe cases 
of neurosis. The patients, however, also present more healthy features. 
Several of them show character traits of social value, provided the outward 
circumstances are favourable. In a harmonious setting many of them are 
active, sociable and lively, keen conversationalists with a good sense of 
humour. Often they have a good artistic taste and are conscientious and 
orderly workers. Difficult circumstances, however, easily create a situation 
to which they react with neurotic behaviour, which thus brings their under- 
lying neurotic traits to the fore. The same limited reserve in their personality 
is noticed during observation while in hospital. These individuals are 
sensitive, even hypersensitive. A positive aspect of this is that several of 
them are capable of artistic experiences; on the other hand, this hyper- 
sensitivity—in itself a non-specific neurotic trait—renders them more 
vulnerable when confronted with difficult life situations. They cannot get 
over harsh treatment and feel easily offended, although this is often strongly 
denied. 


INFANTILE PERSONALITIES 

From the psychiatric point of view they are infantile personalities. ‘This 
means, amongst other things, that they are predominantly dependent and 
passive; they crave for affection, sympathy, admiration and protection with- 
out themselves giving much love and support to others. In some, especially 
the male patients, these passive features are more or less covered by an 
attitude of independence or even bragging—in imitation of other people 
rather than as a result of their own stability. Not infrequently this inclination 
to put up a show leads them into a conflict which is more severe than they 
can handle. In such a situation the real dependency appears before long. 
Other patients choose the path of least resistance and avoid or retreat from 
interpersonal situations that might involve fight and competition. 

They are egocentric, which is also part of an emotional infantilism. ‘The 
sphere of their affective interests seldom reaches further than that of the 
family, relatives and a few friends. In contrast to what one finds in peptic- 
ulcer patients and hypertensives, these patients are rarely prominent or 
active members of clubs or societies. Lindemann (1949) pointed out that 
in their interpersonal relationships patients with ulcerative colitis depend 
for gratification upon a few ‘key-persons’, without whose affection and 
protection they cannot live. If something robs them of the love and support 
of one of these persons they have very few others upon whom they can 
depend. 

Although they may avow vague humanitarian ideals—another expression 
of pseudo-independence—this is practically all ‘lip service’. Few of these 
ideals are acted out in reality. This may reach the point where they preach 
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honesty and loyalty, but do not shrink from a lie when it suits their security- 
seeking purpose. 

Their attitude towards the value of their own personality is hesitating 
and uncertain. Some strive consciously to be nice, good or modest, but on 
closer observation they appear vain, egotistic and extremely touchy. Under 
a show of pseudo-independence, many of them harbour marked feelings of 
inadequacy ; often they admit suffering from feelings of inferiority. In other 
respects, however, they are highly pleased with themselves. Especially when 
judging people by their own limited code of moral standards, they consider 
themselves as meeting high requirements. As a result of this uncertain 
attitude the behaviour of some of our patients alternated from manifestations 
of ostentatious self-assertion and vanity, in a favourable environment, to 
expressions of inadequacy and dependence in a more difficult situation. 


PETTY TRAITS 

Certain petty traits, mostly in the form of finicalness, are common in these 
patients. There is a marked tendency towards exaggerated decency in words 
and manners. They do not like vulgar or obscene expressions in conversa- 
tion; they hate rough words and vulgar jokes. The tendency towards neatness 
is often displayed in their dress and the choice of their clothes. One may 
often recognize a colitis patient in the ward from the neat way he wears 
his pyjamas. Even in bed the patient wears a carefully selected and adjusted 
flower, brooch, handkerchief, or a scarf. Some of them have a flair for fashion 
in dress. Their carefulness often merges into meticulousness. In the choice 
of their friends or acquaintances, they often try to associate with people of a 
higher social rank, thus acquiring a stamp of distinction and respectability. 

Most patients have a great sense of cleanliness (except in so far as it 
concerns their familiarity with their own excreta). The females are com- 
pulsive and conscientious in the performance of their domestic duties, and 
in the upkeep of their furniture. Often they continue their work in the 
household for a long time, even after the disease has considerably under- 
mined their strength. In the male a certain pseudo-virility may or may not 
cover the same female ‘housekeeper-neatness’. 


Elsewhere, one ot us (Groen, 1947) has noted a lack of aggressive tendencies 
in their behaviour. In later investigations (Groen and Bastiaans, 1954) it 
became evident that inwardly the patients are often full of resentment and 
aggression, which are only poorly disguised under a seemingly non-aggressive 
behaviour. They are afraid, however, to act out or even show the aggression, 
for fear of creating a situation dangerous to themselves. In some of the 
patients their tendency to feign independence led to an occasional attempt at 
aggressive behaviour, but as soon as they met resistance, especially from a 
strong opponent, they gave way. 

The aggressive tendencies beneath the meek behaviour of these patients 
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come out more freely when they are encouraged, during interviews, to 
express themselves. An eagerness to act out aggression when no longer 
checked by fear is also demonstrable during treatment. We have repeatedly 
had the opportunity to observe how these patients, kind and subdued 
initially, became unpleasantly aggressive to their fellow-patients and the 
nursing staff, when they felt safe to do so under the physician’s protection. 
In two of our patients who became psychotic, the aggressiveness was also 
very pronounced. 

Some patients found a safe outlet for their aggression in the form of 
gossiping. A characteristic feature was that they hardly ever attacked an 
opponent directly, but tried to do so through the intermediary of an 
authoritative, and at the same time protective, figure. They aimed at having 
their conflicts solved and their opponents rebuked for them by their father 
or mother, wife, husband or employer or, in the hospital, by the physician or 
head-nurse. They complained and felt unjustly treated when these persons 
were not willing to act out their aggression for them. This form of childish 
desire to remain protected and have an authoritative figure assume the 
aggressive role is strikingly different from the competitive or aggressive 
tendencies which we found in the personality pattern of our peptic-ulcer or 
hypertension patients. 


PSYCHOSEXUAL DEVELOPMENT 
The patients have a neurotic disturbance of their psychosexual development. 
They often have an exaggerated, idealistic, sometimes a positively naive and 
infantile, conception of love. Males and females both think of love as a 
sublime adoration, attachment and harmony between husband and wife. 
Generally they consider the bodily sexual contact as something inferior. 
They are unable to establish a normal harmony between their erotic and 
ideal love-life. Because of this, the patients are seldom capable of normal 
sexual relationships. Many of them never marry or marry only after long 
hesitation or long periods of engagement. Loss of libido or impotence often 
occurs in the male patients under the influence of an emotional disturbance. 
The female patients, if married, seldom experience a normal orgasm; 
frigidity preceding the onset of the disease is very common. Most women 
had a great fear of parturition; during pregnancy many of them suffered from 
hyperemesis. 

From a psychiatric point of view, none of the behaviour patterns described 
is by itself characteristic of ulcerative colitis. Each of these ‘traits’ may also 
be found in cases of pure psychoneurosis, in other ‘psychosomatic’ diseases 
and in a certain number of healthy individuals. The characteristic nature of 
the personality structure in ulcerative colitis is based therefore not so much 
upon each single trait or behaviour pattern by itself, as on the combination 
of features in a certain proportion. Although patients suffering from other 
diseases may have some features in common with ulcerative colitis patients, 
there is a difference in quantitative mixing of the constituents of the per- 
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sonality, which is especially obvious in the adaptive mechanisms which 
these patients have utilized. Therefore, although it would be exaggerating 
to speak of a completely fixed personality ‘type’, we consider these common 
traits as a specific ‘core’ of the personality of patients with ulcerative colitis. 


EFFECT OF ILLNESS ON PERSONALITY 

In this connexion we have to draw attention to the great influence of the 
disease, once established, on the personality. The tendency to dependence 
already present in these patients is greatly accentuated by the bodily illness, 
with its anemia, dehydration, protein loss, frequent diarrhoea and abdominal 
pain, the frightening sight of blood in the stools, the depressing effect of the 
relapses, the limitation of food choice by the prescribed diet, the lack of 
gratification in work, the prolonged stay in hospital with its forced depen- 
dence on others, fear for the future and all the other unfavourable somatic 
and psychic influences. 

A certain regression into infantile attitudes and behaviour patterns occurs 
in the course of every illness; this regression becomes more marked when a 
disease causes pain and physical discomfort, is prolonged and, in particular, 
when the prospects for recovery are poor. Patients with ulcerative colitis 
seem to regress more easily and to a greater extent than more normal 
individuals when they fall ill. As their personality was already weakly 
integrated, they can hardly adapt themselves to the illness in a constructive 
way. Their regression may become so marked that the selfish exacting 
behaviour, hypersensitivity and inability to adapt themselves to the situation 
of being a hospital patient, make them lose the sympathy of the medical and 
nursing staff. Once they become aware of this, it has again an unfavourable 
influence upon their mental state and through this on their physical con- 
dition. Similarly, it is a blow to them if the doctor, instead of protecting 
them, lets them feel his disdain for their neurotic behaviour or if a nurse 
should make a deprecating remark. 

It should be stressed, however, that the personality ‘core’ which has been 
described as characteristic for patients with ulcerative colitis, cannot be 
explained as a result of this regression alone. The histories of the patients 
reveal abundant indications that this core was already present long before 
the illness began; as a matter of fact it could be traced in its development 
from childhood onwards. Likewise the follow-up of patients after they had 
recovered from the colitis showed that long after the patient was restored 
to normal life, the neurotic core still remained. The regression caused by the 
iliness intensified some features of the personality structure, but did not 
produce it. 


PSYCHOLOGICAL TESTS 
The finding of certain behaviour patterns in the personality has been 
duplicated by the independent application of psychological tests (Mahoney 
et al., 1949; Hecht, 1952): e.g. the Rorschach test (Barendregt and Groen, 
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1953). It would go beyond the scope of this article to present either the 
method itself or the statistical methods employed in evaluating the results 
in detail. It should be stressed, however, that the finding of statistically 
significant differences between patients with ulcerative colitis and healthy 
controls, or patients with other diseases, strongly confirms the original 
hypothesis, as the method of psychological testing is more objective and 
independent of the psychiatric methods upon which the hypothesis was 
originally founded. 


HISTORY OF CONFLICT SITUATIONS 

In at least 80 per cent. of the cases a careful history reveals the presence of 
interhuman conflicts provided the investigator possesses the skill and tactful- 
ness required to obtain such information. As precipitating factors, Sullivan 
and Chandler (1932), Murray (1930), Sullivan (1935), Palmer (1948), 
Paulley (1950), Groen (1947), Groen and Bastiaans (1954), Karush et al. 
(1955) and others have described acute emotional experiences of a certain 
type that have taken place twenty-four to forty-eight hours before the illness 
began. Usually the occurrence of such an event is denied, when the patients 
are asked outright during the first interview if anything has upset them. 
When, however, they are given an opportunity to tell their life history 
privately and are encouraged to talk freely, they will ‘naturally’ come to 
tell of such events in subsequent interviews. The majority of the patients, 
however, are not prepared to accept even the possibility of a connexion 
between what they have gone through and their illness. 

These conflicts have something in common. The patients were suddenly 
deprived of a loving care with which they had been surrounded; simul- 
taneously those individuals who already doubted the value of their own 
personality had to suffer an injury to their self-respect. Common to the 
humiliations the patients had undergone was the abrupt, harsh, often rude 
way in which this was verbalized. Many patients felt hurt particularly 
by the fact that this assault on their self-esteem took place in the presence 
of others, or that others knew or heard about it. 

Not only the nature of this trauma, but also the attempt at solving it, 
were similar in all these patients. They tried to evade it in a manner that 
was in accordance with their character. In a similar situation aggressive 
individuals would have taken action or would have attacked their opponents 
in an altercation or verbal outburst. Others would have complained to 
friends about the humiliation they had suffered, thus procuring themselves 
a defensive discharge of their feelings. In still others there might have 
occurred a depression or a hysterical reaction. But these patients reacted 
differently. Inwardly they continued to resent, but outwardly they tried to 
appear unaffected. They would admit neither to themselves nor to others 
how much the conflict had humiliated them. They tried to conceal their 
weak and passive attitude from themselves and from their environment by 
not acting out. Rather than fighting for victory, escaping by flight, or 
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acknowledging defeat, they tried to ‘save face’ by denying the importance 
of the conflict and by neither acting nor speaking about it. This evasion by 
showing an outwardly normal behaviour, this finding of a pseudo-solution, 
while the insufficiency 
of their personality 
had been so rudely 
revealed to them, this 
attempt to carry on 
while standing help- 
less in life—all this 
seems a typical reac- 
tion pattern of these 
patients. 


PHYSIOLOGICAL 
OBSERVATIONS 
Following scattered 
observations that emo- 
tion can _ produce 
changes in the colour 
of the colonic mucosa 
in dogs (Drury et al., 
1929; Lium, 1939) and 
in man (White et ai., 
1938; Almyand Tulin, 
1947), Grace et al. 
(1951) have studied 
the influence of emo- 
tional stimuli on the 
vascularity, tone, 





Fic. 1.—Prolapsed colon through colostomy in patient 


with ulcerative colitis. Upper figure illustrates con- peristalsis and mucus 
dition in January before supportive psychotherapy. : 

Lower figure shows condition in September after eight M retion of the colon 
months’ supportive psychotherapy. in human subjects. 





Their observations 
were carried out on four patients with colonic fistulas, in whom segments of the 
mucosa that prolapsed through the abdominal wall, could be observed directly, and 
measurements could be made of the colour (indicating degree of hyperemia), size 
(tone), peristaltic contractions (measured by balloons introduced into the colon), 
visible hemorrhages and mucus production. They also determined the lysozyme 
content of the mucus obtained. Two of the patients thus studied had ulcerative 
colitis. 

By employing alternately neutral discussions and interviews about life 
stresses, a controlled laboratory study could be made of the behaviour of 
the colon under conditions of relaxation and of emotional tension. In 
addition, the reactions of the patients and their colonic mucosa were observed 
in response to situations of varying nature that arose ‘spontaneously’ during 


their stay in the hospital. Under the influence of both spontaneous and 
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induced emotional situations, changes were found in all the colonic functions 
studied. It was also found that the response of the colon differed according 
to the emotion which the individual seemed to experience. Most important 
was the finding that, al- 
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Fic. 2.—Chart illustrating measurements of colour 
(indicating degree of hyperemia) and of size 


Situations provocative of (indicating muscle contracture) of the pro- 
conflict, with feelings of lapsed colonic segment. Hyperemia and 

contraction increased during induced silence, 
anger, resentment, and hos- decreased when the patient spoke about the 


tility, or of anxiety and bodily aspects of his illness. While discussing 
pe? Bes onal “ f . his father and his activities during the war 
apprehension were found to the mucosa became severely red with punc- 


be associated with hyper- tuate hemorrhages and profuse secretion of 
functi f h . blood-tinged mucus. Speaking about the 
unction of the colon, illness produced some relaxation. 


manifested by increased 

rhythmic contractile activity with shortening and narrowing of the colonic 
lumen, hypermotility, and hypersecretion of lysozyme. Thick, tenacious 
mucus secretion was produced during anger and resentment, whilst a thinner, 
more watery secretion was associated with periods of relative tranquillity, 
calm and security. Sustained peristaltic and tonic hyperfunction was 
accompanied in two subjects by intense hyperemia and the appearance of 
petechial lesions, and in three subjects with an increase in the fragility of 
the mucous membrane. Mucosal erosions and ulceration in one subject with 
ulcerative colitis were observed to occur during a period of sustained conflict, 
with feelings of hostility and frustration. These lesions receded during a period 
free of serious conflict. 


THE COLON AND THE EMOTIONS 
We have had an opportunity to carry out similar observations in one patient 
in whom left-sided colostomy had been performed elsewhere without much 
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success. The prolapsed colon showed hyperemia, small haemorrhages and 
several pseudo-polyps. There was hyperperistalsis with frequent bowel 
movements through the stoma, and the mucosa secreted mucus which was 
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Fic. 3.—Induced silence increased hyperemia and tone of the colonic segment; the con- 
dition remained unchanged when the illness was discussed. When the patient men- 
tioned the doctor who operated on him, his uncle, his girl, his parents and the policeman 
who surprised him with the girl, the colon reacted by increased hyperemia, contraction, 
discharge of feces through the stoma and secretion of mucus which, after the soth 
minute of the interview, was blood-streaked. 


sometimes haemorrhagic; on a few occasions frank bleeding could be 
observed macroscopically in the hyperemic mucosa (fig. 1). 

We found it difficult to interpret the individual’s feeling states during the 
conversations. He was reluctant to admit emotions in general and we have 
preferred therefore not to correlate the state of the colon with his subjective 
description of his emotions, but to restrict our observations to a study of a 
correlation between the topics of the conversation in which we engaged the 
patient and the behaviour of his colon. 


The methods of recording used were similar to those described by Grace et al. 
(1951). By comparing the colour of the prolapsed mucosa with the series of Talquist 
hemoglobin papers the degree of hyperemia was expressed on a quantitative scale. 
By measuring the size of the prolapsed segment with a ruler, a simple parameter of 
the contracture of the smooth muscle of the colon was obtained, which could be 


expressed in centimetres. 
It was found (fig. 2) that when the patient was asked to relax on the 


couch and the investigator was observing the prolapsed mucosa without 
asking or saying anything at all, the colon became gradually more red, more 
contracted (smaller) with some increase in mucus secretion. During this 
period of induced silence in the laboratory the subject usually showed signs 
of rising tension and restlessness. During the following conversations, some 
topics appeared to prevent this increasing hyperemia and contraction of the 
colon and would even diminish the signs of colonic activity if they were 
aroused by other stimuli. Speaking about his bodily complaints and other, 
purely medical aspects of his illness, or about his hobbies or about topics 
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where the patient could ‘show off’ by telling about successes, regularly had 
this ‘relaxing’ effect. 

On the other hand, when we introduced other subjects: his father, his 
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therapy the colonic mucosa was less hyperemic 











secretion of mucus _ (cf. fig. 2) and remained so during the interview. 
creased. In the first Increased colour was observed when the patient 
. 7 Wes we was asked what he thought was the cause of his ill- 
intery iews this wasasso- ness and when he again brought up his request for 
ciated with the a new operation to have the stoma closed (which 
: he had been advised to postpone). There was no 
appearance of hem- mucus secretion and no petechie appeared during 
orrhagic streaks on the this interview. 


surface. It is of interest 

to mention a marked hyperemia and contraction of the bowel when he told 
that he had once been surprised by a policeman while he was in a hidden 
place with the girl, and that he had broken off his relation with her after 
their affair was discovered and he had been ridiculed because of her lower 
social and cultural status (fig. 3). His illness had started ‘just about the time 
when this happened’. 


RESULTS OF PSYCHOTHERAPY 
Improvement, sometimes leading to clinical cures, has been observed to 
occur ‘spontaneously’ when the patient’s life situation changed for the better. 
‘This is an old clinical observation. The relationship between life events and 
‘spontaneous’ remissions, however, will only be evident to those investigators 
who do not restrict their observations to the colon. Conscious efforts at 
psychotherapy by various authors have shown that a number of patients 
improve after a supportive form of psychotherapy (fig. 4), characterized 
by sympathetic listening and the giving of constant care, protection, sym- 
pathy and appreciation in frequent interviews—preferably every day. The 
fact that the percentage of favourable results following such treatment is of 
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the same magnitude as claimed for the various medical or surgical methods 
at present commonly used, provides strong support for the psychosomatic 
hypothesis. 

Our personal experience concerns a series of cases which have been treated 
almost exclusively by a supporting form of psychotherapy. This was done 




















Clinically cured, 
Number | or symptoms | Fair control Not 
Treated by of cases | and signs well | of signs and | improved | Died 
controlled symptoms 
Physician (J.G.) 23 12 10 -— I 
Psychiatrist (J.B.) 10 6 2 I I 
Grace, Wolf and Wolff 19 11 2 6 -— 
Paulley 40 31 4 3 2 
Total 92 60 18 10 4 





Tasie I.—Results of supportive psychotherapy in 33 cases of ulcerative colitis treated by 
Groen and Bastiaans (1951), 19 cases treated by Grace, Wolf and Wolff (1951), and 
40 cases treated by Paulley (1956). 


in an attempt to evaluate the effect of psychotherapy, supplemented only 
by general medical measures. Patients were treated with bed-rest when 
they were in a serious condition and, if necessary, with rehydration and 
blood transfusion. They were put on a full diet, which sometimes required 
considerable explaining and encouragement. Drugs were not given in any 
form throughout this therapeutic experiment. The patients were observed 
during the years 1939-1949 and have been followed up to 1951 (Groen and 
Bastiaans, 1951). Table I summarizes these results, together with similar 
therapeutic experiments of Grace (1950), Grace et al. (1951), and Paulley 
(1950, 1956). Table II contains a summary of a smaller recent series, 
started in 1953, in which the results of psychotherapy were compared with 
those of a similarly composed series undergoing surgical treatment. If no 




















Psychotherapy Surgical therapy 
oieedigihetiinteta eiienteetiivi aS 
No. Excellent | Moderate | Failure No. Excellent | Moderate | Failure 
6 3 3 — 6 I 3 2 
Excellent at work, with maximum of one to two stools per day. 
Moderate active but either permanently or at intervals unable to work because 
of diarrhea and/or general symptoms. 
Failure severely ill or dead. 











Tasie I1.—Comparison of the effect of psychotherapy and of surgical therapy in 12 severe 
cases of ulcerative colitis. 


psychogenic factor were at play pure psychotherapy would have been pre- 


dicted to have had less effect than ‘organic’ treatment. 


SUMMARY 
More evidence is needed before the psychosomatic theory can be considered 
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proven, but it offers interesting possibilities for further research. Above all, 
it contains a promising therapeutic approach provided the doctor has enough 
time available and is able to overcome the (understandable) aversion and 
impatience which sufferers from psychogenic disorders often provoke in him. 
If one can overcome this, the simple form of ‘psychotherapy’ is not difficult 
and is indeed only a somewhat more specialized form of ordinary medical 
care and encouragement. In practice this supportive psychotherapy should 
not be aimed at finding out the causative conflict at all cost; the story should 
come out ‘naturally’ or not at all, if only the main purpose—support—is 
achieved. This psychotherapy can be combined with, but cannot be replaced 
by, the use of small doses of corticotrophin or corticoid compounds, dietetic 
measures, and fluid, electrolyte, and blood replacement. 

Above all we wish to emphasize that the psychotherapy of ulcerative colitis 
should not be put off as a last resort, when the condition has become 
alarming. Neither must the patient necessarily be transferred to the care of 
the psychiatrist. Early psychotherapy by his own doctor might further 
improve the results and furnish more support for the psychogenic etiologv. 


CONCLUSION 
If Murray had done nothing else but open this perspective of a cure, with- 
out the mutilating operations that are still carried out for this funda- 
mentally non-malignant condition, he would have deserved our gratitude 
and admiration. 
The investigations upon which this article is based were supported by a grant 
from the Rockefeller Foundation. 
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INDIGESTION AS A 
PSYCHOSOMATIC MANIFESTATION 


By CHRISTOPHER HARDWICK, M.D., F.R.C.P. 
Physician, Guy's Hospital 


WHEN diagnosing and dealing with psychosomatic disease, whether in the 
gastro-intestinal tract or elsewhere, two points must always be prominent 
in the physician’s mind. In the first place he must remember that, however 
neurotic a patient may be, some time or other he must develop a mortal 
illness. Secondly, he should appreciate that the suffering which a functional 
illness may inflict upon a patient may be very great. 

For a family doctor to keep so open a mind may be difficult and if he 
knows his patient well it may be almost impossible. Nevertheless, when 
such an individual complains of dyspepsia for the first time an unbiased 
mind is essential. 

ETIOLOGICAL FACTORS 
Indigestion is, perhaps, the most common of all symptoms and all of us 
have suffered from it at some time or other. Food, however, is not its only 
cause. It has long been known that the emotions may have a profound 
influence on the gastro-intestinal tract. We speak of grief causing ‘a lump 
in the throat’, of being ‘sick with fear’, and in the Bible we read of the 
‘bowels of compassion’. 

At times of emotional stress, especially when there is anxiety, fear or grief, 
any dyspeptic symptoms are likely to be functional. When, however, the 
psychological upset is not apparent the correct interpretation of indigestion 
may be difficult. 

The problem is further complicated by the fact that there is a limit to the 
symptoms which any one organ can produce, however it may be diseased. 
The stomach, whether it be inflamed, ulcerated or invaded by cancer, can 
only give rise to abdominal pain, anorexia and vomiting or regurgitation. 
This is also true when the disorder is functional and not organic. Thus, 
both in carcinoma of the stomach and in simple dyspepsia there may only be 
anorexia, epigastric discomfort and vomiting. The diagnosis therefore rests 
not only on an assessment of the symptoms but also of the patient himself. 

Individuals whose indigestion is a manifestation of psychosomatic disease 
are usually restless and highly strung. They are the people, more often 
women, who have had a delicate digestion from childhood. They have 
learned to pick and choose their food, and they daren’t touch this and they 
daren’t touch that. Should they, in a rash moment, eat one of the banned 
foods then the anticipated abdominal distress inevitably follows. Usually 
the foods which are blamed are those which are conventionally held to be 
indigestible: new bread, fried foods, fat meat, parsnips, cucumber, onions, 


November 1956. Vol. 176 (585) 





586 THE PRACTITIONER 


The selection is generally made by the patient but sometimes the practitioner 
unwittingly adds to the list by unguarded answers to his patient’s questions. 
Among the male patients is a surprising number of successful young 
business men. Particularly men who, by their own exertions, have reached a 
position for themselves and a standard of comfort for their families such as 
they have not previously enjoyed. In these cases it is not the worries of big 
business which upset them so much as fear of a breakdown in health. 

A man, aged 38, complained of discomfort under the left costal margin, which 
occurred only in the evenings, intermittently for eighteen months. War service in 
the R.A.F. as a pilot, when he was shot down and also decorated, spoke of his 
physical courage. Promotion from dispatch clerk to general manager of a big firm in 
ten years spoke of his initiative and capacity for hard work. Examination and 
investigations were negative. 

On cross-examination he admitted that in themselves his symptoms did not worry 
him. He had, however, a real fear lest they were precursors of chronic ill health 
which would prevent him from carrying out the ambitious programme that he had 
planned for himself and his family. His responsibilities for hundreds of work people 
did not worry him in the slightest. But his responsibilities to his wife and children 
caused him much heartburn. 

SYMPTOMS 


In a functional indigestion there may be pain, anorexia and vomiting as in 
organic disease. These features, however, have characteristics and a pattern 
which distinguish them from other disorders. Their occurrence is con- 
siderably influenced by external happenings. Cold, fatigue, emotional upset, 
as well as worry, may precipitate attacks. In many instances this relationship 
may be clear and the management is straightforward. When emotional stress 
appears to be absent and there is no obvious worry then the diagnosis may 
be difficult. 

Pain, when it occurs, does not have the close relation to meals or the 
periodicity which is seen in peptic ulceration. It is seldom so localized in 
situation and is described as a fullness or heaviness over most of the 
abdomen, rather than as a gnawing or burning pain in the subcostal region. 
In their anxiety to impress upon the doctor the great suffering which they 
have to put up with the indigestion may be described in an exaggerated 
manner: food lies like a ton weight on the stomach; the wind builds itself 
up into a huge bubble; the stomach shudders; the intestines tie themselves 
into knots; butterflies dance in the epigastrium, and so on. 

Symptoms may be worse after eating. Usually there is abdominal dis- 
comfort immediately after certain foods, rather than pain one or two hours 
after meals. ‘Acid foods’ are often incriminated, although this is a term whose 
meaning varies from patient to patient. One by one the offending items are 
given up until, in extreme cases, a thoroughly unsatisfactory diet is taken 
and weight is lost. 

Vomiting may occur but is not common. In its place there may be heart- 
burn, waterbrash and excessive flatulence. In heartburn there is a burning 
pain which runs from the epigastrium behind the sternum to the throat. 
It is probably due to acid rising into the esophagus, but it can occur when 
there is achlorhydria. Its presence does not mean that the cardiac sphincter 
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is abnormal. Waterbrash, the regurgitation of acid fluid into the mouth, may 
occur with heartburn but it can occur by itself. Neither of these symptoms 
is specific to functional disorders, both may indicate organic disease. 
Waterbrash, for instance, is a common happening in chronic alcoholics. 

Flatulence, which may be so prominent in diseases of the gall-bladder, is a 
frequent complaint of these patients. It is produced by the swallowing of air. 
This is a phenomenon whose occurrence is quite unsuspected by most 
lay-people. They imagine that the wind which they belch so heartily is 
produced by their food or by some quirk of gastric function. That they 
themselves swallow the air is an explanation which many of the patients are, 
at first, quite unable to accept. It must therefore be put to them most 
carefully, for an understanding of the way in which their symptoms are 
produced is essential for their eventual cure. It may be more easy to demon- 
strate to the patients that their belching, at least, is under their conscious 
control. So many of them are seized with a paroxysm of burping while 
their history is being taken, yet on questioning them they will admit that 
such an outburst never occurs while they are listening to a sermon or 
watching their favourite television programme! 

Undue bowel consciousness is another characteristic symptom. ‘I am 
afraid that I have suffered with constipation all my life, doctor,’ is only too 
often the answer to an inquiry about their bowel habit. Further interrogation 
as to how exactly they have suffered discloses that it has been mental anguish 
at a failure to keep to a timetable rather than bodily suffering. Their 
devotion to aperients and the quantities they take may lead to further trouble 
in the shape of mucous colitis or a spastic colon. 


MANAGEMENT 

After the history has been taken a full clinical examination is required. 
Attention must be paid to all systems and not only the mouth and abdomen. 
Indigestion may be the presenting symptom in many disorders apart from 
those of the alimentary tract. Pulmonary tuberculosis, nephritis and preg- 
nancy are obvious examples. Investigations must be undertaken with care, 
numerous x-rays and tests may only serve to confirm the patient’s own 
private impression that he is suffering from some rare and little understood 
disorder, which baffles orthodox medical science. They thus become a ready 
prey for expensive quack practitioners. The aim of each test and the reason 
for undertaking it should be explained to the patient and the results and 
their implications be made known to him. 

When the physician is satisfied beyond reasonable doubt that the patient 
has no organic disease, then he can proceed to the treatment which is 
admirably summed up in Hurst’s triad of explanation, reassurance and re- 
education. An explanation must be provided as to how the particular 
emotional stresses which are present can interfere with digestion. Reassurance 
must be given to the patient that he has not got cancer, neither has he a 
chronic malady which will lead to permanent ill health and unemployment. 
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The patient must be re-educated and encouraged to lead a normal existence. 
His abnormal diet must be changed to a more natural and healthy one. Here 
great perseverance may be required, for at first when long-shunned foods 
are introduced some return of symptoms is to be expected. If the patient is 
not made to persevere with them no progress may be made. In these cases 
a diet such as is used for those who are convalescing from a peptic ulcer 
may serve as a useful stepping stone to normality. 

Drugs should be used sparingly. Should aperients, alkalis or anti- 
spasmodics seem to be indicated, both physician and patient must keep it 
firmly in their minds that they are only temporary measures to enable a 
disordered digestion to be brought firmly under control. 


CONCLUSION 
In conclusion, as at the beginning, it must be emphasized that in no other 
field of medicine are there more pitfalls in diagnosis. The following case 


history illustrates this. 

A man, aged 32, had had innumerable jobs and two wives. In the R.A.F. he had 
been retired from air-crew and was ultimately invalided from the Service after 
many operations for sinusitis. He was a heavy drinker. In 1946, he began to have 
abdominal pain and after a short while his appendix was removed. This gave him 
relief for only three weeks. For the next year he was treated for ‘adhesions’. At the 
end of this time an x-ray suggested that he had a duodenal ulcer. He spent fourteen 
weeks in bed, and was treated by means of diet and alkalis, without the slightest 
improvement. For the next five years he had attacks of pain for several weeks every 
six months. At the end of this time he had another six weeks in bed, on an ulcer 
regime, without any benefit. In 1954, he set up in business on his own and for 
the next year he was completely free from symptoms. His pain then began to return, 
its reappearance coinciding with a decline in his business fortunes. The following 
year his father agreed, with some reluctance, to take his son into his own business. 
This experiment rapidly led to considerable family friction, whilst the pain became 
worse than ever. 

When he was seen in 1955 his attack had been in progress for three months. He 
declared that the pain never left him. He described it as ‘terrific’; it was ‘as if the 
whole of his stomach was in a vice’ ; it was particularly bad at night. He was unable to 
continue his job in his father’s business, but he was not prevented from drinking a 
large amount each evening. Beer, he said, was the only thing to give him relief. His 
appetite was unaffected, but he had morning vomiting. 

Examination showed a fat, unhealthy looking man, with a large handle-bar 
moustache. There was no abdominal tenderness, but the palate was anzsthetic 
and he fainted when blood was taken from his arm. A barium meal, cholecystogram 
and an intravenous pyelogram were normal. 

Despite his unsatisfactory personal history, the bizarre nature of his symptoms 
and the lack of response to any form of treatment, all of which seemed to point to a 
functional disorder, a laparotomy was advised. This advice, admittedly, was largely 
in response to an ultimatum from the patient’s father and wife, that unless ‘some- 
thing was done’ he might well not only have to find a new job but also a new wife 
as well! Not unnaturally, the patient refused to agree and he sought several other 
opinions before he finally underwent surgery. At operation the stomach, duodenum 
and gall-bladder were normal. The pancreas, however, was slightly enlarged and 
was very hard. Histological section showed the changes characteristic of chronic, 
recurrent pancreatitis. 

This patient was heavily predisposed to neurotic illness, powerful pre- 
cipitating causes were present, symptoms were bizarre and their alleviation 


improbable, and yet organic disease was responsible. 














MENSTRUAL DISORDERS AS A 
PSYCHOSOMATIC MANIFESTATION 


By W. C. W. NIXON, M.D., F.R.C.S., F.R.C.O.G, 
Professor of Obstetrics and Gynecology, University of London 


Tue classic researches of Sherrington, Cannon, Adrian, Lewis and others 
have established the existence of ‘the physiology of emotions’. It has been 
more difficult in the human field to provide convincing proof that there are 
anatomical pathways by which the higher centres can affect organs such as 
the stomach, colon or uterus. 

Observations on patients with colonic or gastric fistula in which the 
mucosa could be seen directly have shown that with anger or anxiety there 
was increased motor activity and excess secretion; with fear and depression 
there was pallor of the mucous membrane and diminished motor activity. 
It has not been possible to view the endometrium, but a priori there is no 
reason that with similar emotional states there should not be changes in 
the vascularity of the uterine mucosa. The endocrine system is very much 
influenced by the degree of coordination which exists between the peri- 
pheral and central nervous systems. When there is disharmony between the 
sympathetic and parasympathetic nervous systems as a result of emotional 
stress the effect is to reproduce hormonal imbalance which can affect 
ovarian and uterine function. Considerations of space preclude a full 
discussion of the relevant evidence. All that is necessary here is to remind 
the reader that: (i) There is experimental evidence in the monkey, for 
instance, that injury to the hypothalamus, with an intact pituitary gland, can 
cause suppression of menstruation. (ii) The hypothalamus can influence 
ovulation and the higher centres affect the autonomic nervous system and 
in turn the end-organs. (iii) It has been suggested that the hypothalamus is 
an emotional centre influenced by the cerebral cortex. 


PHYSIOLOGY OF MENSTRUATION 
A brief description of the physiological aspects of normal menstruation is 
necessary before the significance of the abnormal can be appreciated. ‘This 
phenomenon is such an intricate biological process that it is not surprising 
that functional and organic aberrations are commonly encountered. 

The rhythmical changes in the uterine endometrium are controlled by 
hormones derived from the ovarian follicles and corpus luteum. The 
elaboration of these hormones is controlled by the secretion of the anterior 
pituitary gland. The hypothalamus (pituitary diencephalon region) functions 
in unison with the pituitary, and each of these glands is interdependent 
and each is sensitive to changes in the other. The endometrial arteries are 
under constant hormonal influence; immediately preceding menstruation 
ischemia develops for a few hours and is followed by necrotic changes 
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leading to hemorrhages. It is only by a delicate balance between the endo- 
crine glands, blood vessels and nerves in the uterus that normal and painless 
menstruation can be maintained. It is little wonder that abnormal men- 
struation is one of the commonest ailments of women. 

Length of cycle-—Mazer and Israel (1951) analysed menstrual data 
collected from 3,135 women and found that, when in good health, 2,502 
(80 per cent.) menstruated at intervals ranging from 26 to 34 days, with an 
average of 28.6 days. The cycles were less than 26 days in only 3 per cent., 
and very irregular periods were present in 17 per cent. of the women. In 
the same individual there were slight variations in the length. These 
authors consider that cycles from 21 to 40 days and bleeding lasting from 
3 to 7 days are within normal limits. 

Quantity of blood loss.-—This varies from one to six ounces (30 to 180 ml.) 
and has an individual variation from month to month. The way in which 
a woman will be aware of an abnormal loss is by the number of pads she 
uses and the degree of soaking. An estimation of the hemoglobin is the 
most reliable method of assessing excessive blood loss, since menorrhagia 
of long duration should eventually produce anemia. Menstrual blood does 
not clot. Women often give a history of the passage of clots but this is only 
possible if the blood has been in the vagina for an abnormally long time or 
the clot which forms in the uterine cavity has not been liquefied by the 
anticoagulant substance produced by the endometrium. 


ABNORMALITIES OF MENSTRUATION 

It is not possible to give an accurate estimate of the incidence of gynzco- 
logical disease without an organic basis. It has been estimated that 30 to 
50 per cent. of patients attending a gynecological outpatient clinic have 
symptoms purely of functional origin. A recent survey at a London teaching 
hospital has shown that in a consecutive series of 600 patients attending 
a medical outpatient clinic 20 per cent. presented symptoms solely due to 
an anxiety state. 

Various types of abnormal menstruation may result from mental stress 
or tension. Amenorrheea was considered the most common menstrual dis- 
order associated with emotional stress but it is now realized that menor- 
rhagia or irregular bleeding is a much more common psychosomatic mani- 
festation of stress than amenorrheea or dysmenorrheea. 


MENORRHAGIA OF EMOTIONAL ORIGIN 
This is a common condition in gynacological outpatients. Blaikley (1949) 
was one of an early group of gynecologists to describe this phenomenon 
and his article is well worth studying by all those interested in this subject. 
He believes that most cases of menorrhagia when the endometrium is 
normal are to be explained as being psychogenic. He found that there was 
usually a delay of six to twelve months between the onset of emotional strain 
and the menorrhagia, and that endocrine therapy was singularly ineffective. 
O’Neill (1952) reported a series of cases of uterine bleeding resulting from 
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tension states. These were women attending hospital outpatient depart- 
ments and it was clear that the abnormal bleeding was related to a crisis 
in the patient’s life. When one suspects that the menorrhagia is of functional 
rather than organic origin it is important to discover in the patient's history 
the incident that precipitated the bleeding. Allen (1935) was an early 
observer to study a large series of patients in a mental hospital who had 
menstrual abnormalities. He concludes :— 

‘A depressive mood, physical depletion, and motor under-activity are conducive 
to amenorrheea; an expansive, elated or ecstatic mood with good physical condition 
and motor activity predisposes to a profuse and prolonged period. Agitation and 
worry are more apt to be associated with a profuse than a decreased flow’. 

O’Neill (1951) has described a group of symptoms which he has termed 
the Atalanta syndrome, the origin of the eponym being from the Arcadian 
woman who could compete equally with men. The symptoms of this 
syndrome are dysmenorrheea, irregular menstruation, menorrhagia, amenor- 
rheea, difficult labour, puerperal depression, abortion, vomiting in pregnancy, 
failure of lactation. He compared two groups of women attending a hospital 
clinic. One group consisted of normal women, whereas the patients in the 
other group were attending for such complaints as tension headache and 
migraine, skin disorders, asthma, gastro-intestinal disorders, tension pain. 
It was in this last group that there was a much higher incidence of the 
symptoms of the Atalanta syndrome. Anxiety was present in all these cases 
whereas in the control group it was absent. Those women with uterine 
bleeding of emotional origin have a masculine identification and O’Neill’s 
hypothesis is that these symptoms are evidence of unconscious repudiation 
of femininity. Anxiety is the product of conflict and their symptoms are 
part of the masculine protest. Psychologists have long recognized that 
menorrhagia or irregular bleeding may be a form of defence against coitus. 
To illustrate this theme I have selected a few cases which have occurred in 
my own practice during the past year. 

Mrs. J. S., aged 27, had two children, the last six years old. She was complaining 
of headaches, sweats, shivering attacks, frequency, fatigue, inability to concentrate. 
Her main complaint was that during the last six months menstruation had increased 
to nine days with lower abdominal pain for the first three days. For many years 
there had been marital disharmony. One year previously she had separated from 
her husband on the grounds of cruelty, and had cohabited with another man. She 
had been fearful of becoming pregnant, especially since this recent liaison. 

The patient was obviously anemic, her hemoglobin being 55 per cent. She was 
admitted and given a blood transfusion prior to uterine curettage, which revealed 
a normal endometrium. After this operation I told her that her symptoms were 
probably due to emotional stress; an explanation she readily accepted. The lady 
almoner interviewed her and the psychiatric social worker attended the patient in 
her home. An appointment was made for her to attend the contraceptive clinic. 
I saw her three months later and she admitted that she felt more secure and capable 
of dealing with her difficulties. The contraceptive method was satisfactory and 
menstruation had become normal. 

Mrs. J. W., aged 25, had one child 3} years ago. Her main complaint was that 
menstruation had been heavy since January 1956. In addition, there was loss of 
appetite and weight, pain in the right side, and lack of sleep. Frigidity had developed 
18 months previously. It was at this time that her husband ran into debt. Early 
this year she had to take up secretarial work to supplement the family income. 
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I wrote to her doctor as follows; ‘I could not find anything abnormal on gynzco- 
logical examination. I think her menorrhagia is of emotional origin. You already 
know about her domestic unhappiness. I suggest that she has a sedative at night, 
such as ‘soneryl’, and one of the new tranquillizing drugs such as ‘equanil’, half 
a tablet three times a day. I am arranging for her to attend the contraceptive and 
dyspareunia clinic since frigidity and fear of pregnancy are major concerns’. I saw 
her three months later when she reported that menstruation was now normal and 
that she was much happier. 

Mrs. E. B., aged 31, had three children. She had had a prolapse repair operation 
after the second delivery. For the last ten years she had had polymenorrhcea and 
menorrhagia, with abdominal pain on the first two days of menstruation. She had 
had four curettage operations since the birth of the last child in 1944. 

Nothing abnormal was found on pelvic examination to account for the excessive 
bleeding, and the hemoglobin was 90 per cent. I was reluctant to advise a fifth 
curettage. On careful questioning the patient volunteered that she had much 
marital unhappiness, mainly due to her fear of pregnancy and dislike of coitus 
interruptus. She was referred to the contraceptive clinic since when her menstruation 
has been normal. 

Mrs. B. B., aged 30, had two children. She was complaining of excessive loss 
(nine days) since the birth of the last child three years ago. She had had two curettage 
operations without benefit. She was depressed and miserable, and her marriage 
was in jeopardy because of the prolonged bleeding limiting coitus. 

On gynzcological examination nothing abnormal was found and because of 
difficulty of establishing a satisfactory rapport with the patient I decided to send 
her to a colleague in the department of psychology. He reported: ‘Complains of 
menorrhagia, fatigue, poor sleep, loss of weight and depression. She has always 
been rather an anxious person and abnormality in her periods began after the birth 
of her first child, becoming more severe after the second. There can be little doubt 
that the menstrual disorder is a reaction to stress and that, like the other symptoms 
of which she complains, it is a manifestation of emotional tension. She ought to 
respond to psychotherapy’. A second letter followed a month later: ‘I have been 
treating this patient by psychotherapy and narcoanalysis. I am satisfied that the 
relationship of the bleeding to the stress is quite plain and there has been some 
response to psychiatric treatment, but not as much as I could have wished. She is 
a very self-punitive individual who is always getting herself into situations where she 
is giving out emotional support and helping other people endlessly without getting 
much back herself. I am not sure how far this disposition can be modified by treat- 
ment but she is a very cooperative person and is doing her best to get well. You 
may, of course, wish to try the effect of endocrine treatment’. 

She was then referred to the endocrine clinic, where ethisterone (10 mg. thrice 
daily) and androstalone (25 mg. twice daily) were prescribed, starting one week 
before the period and continuing until the third day. She continued with this and 
psychotherapy. A final letter from the psychologist: ‘I fear she is getting no better 
and when I saw her yesterday she was very unhappy and dissatisfied with the pro- 
gress of her disorder. The menorrhagia still continues and is a source of great 
trouble and embarrassment. After reviewing the situation I wonder whether a 
hysterectomy might not be justified. She seems quite certain she will never want 
another child and the fear of pregnancy, despite a reliable contraceptive method, 
is one of the anxieties which is contributing to the illness’. 

I saw her and found that her hemoglobin had dropped to 60 per cent. She pleaded 
for a hysterectomy to end her misery. I asked Mr. Aleck Bourne, consultant gynzco- 
logical surgeon to St. Mary’s Hospital, to do a utriculoplasty, an operation which 
conserves the uterus and which he has found successful in cases of intractable 
menorrhagia. Since this operation the patient has had normal menstruation. 


AMENORRHA 
Amenorrheea has long been accepted as a manifestation of psychosomatic 
illness or stress. It is a complaint of adolescents (schoolgirls, nurses) who 
find themselves in a strange and harsh environment in which they feel 
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insecure. Fear of pregnancy is often associated with suppression of men- 
struation. Yet when the patient is assured that she is not pregnant, as 
revealed by a negative pregnancy test, menstruation will start within a few 
days and a normal rhythm will be established. 

Interesting data on the menstruation of 655 British women interned by 
the Japanese in Hong Kong have been published by Sydenham (1946). 

She herself was a prisoner in the same camp and carried on with her medical 
duties. Only 35 per cent. of these women had regular menstruation; 54 per cent. 
had amenorrhceea for more than three months, whereas 5 per cent. were irregular 
and had menorrhagia. Emotional shock was the precipitating factor and, in the 
married women, there was the separation from their husbands. Similar figures were 
published from the prison camp in the Philippines where American women were 


interned. In both groups amenorrheea started soon after imprisonment and before 
the effect of food deprivation could be felt. Eventually short rations induced ‘famine 


amenorrhea’. 
In anorexia nervosa, amenorrheea is a dominant symptom and this disease 


is perhaps one of the best examples of how the emotions can influence 
somatic function. In this condition there is pituitary deficiency resulting 
from psychological trauma. 

Loeser (1943) published an interesting article on the effect of emotional 


shock on hormone release in endometrial development. 

He followed up a series of women who developed amenorrheea after emotional 
shock sustained during the aerial bombardment of London. Specimens of the 
endometrium were examined by Dr. E. Novak, the eminent gynecological pathologist 
of Johns Hopkins University, Baltimore. Although unaware of the date in the 
cycle when the endometrium was removed, he reported that the normal development 
of the endometrium was arrested on the day the emotional shock occurred. These 
biopsy specimens revealed an endometrium in a stage of development which normally 
would have been reached on the day of the shock. The arrest of development was 
due entirely to the shock which interrupted the release of gonadotrophin hormone. 


DYSMENORRHGA 

Dysmenorrheea may be primary or secondary. The former term is applied 
to menstruation that has been accompanied by pam since puberty. There 
is absence of genital disease, whereas in the secondary or acquired type, 
pathological conditions are found, such as adnexitis, fibroids, endometriosis. 

The incidence of primary dysmenorrhea has been given as approxi- 
mately 10 per cent. of all gynzcological patients. Wittkower and Wilson 
(1940) have reported that women complaining of this type of dysmenorrhea 
had shown psychological maladjustment when they were children four 
times as often as a normal group. This type of woman deeply resents her 
feminine role and is often physically immature, shy, modest, anxious and 
querulous. Pain of this kind is found neither in the woman erotically 
normal nor in the woman completely frigid. There is no doubt that the 
influence of the mother is a very strong one in these cases. Faulty upbringing 
and a pathological attitude towards what should be a normal process are 
predisposing factors. After tactful inquiry such a patient will agree that 
as a young girl there were times when she saw her mother or elder sister 
going to bed each month at the time of the ‘curse’. She will also concede 
that she was brought up to look on menstruation as one of the crosses, one 








594 THE PRACTITIONER 


of the penalties, that she as a woman has to carry. 

On the other hand, there is no doubt that in these patients there is a 
reduction in pain threshold. This has been shown experimentally by the 
insertion of balloons into the uterus of volunteers who suffered from this 
pain. The pressure required to induce the pain is very much lower in these 
women than in a normal group or in parous women. Poor posture and 
muscle tone are probably associated with pelvic congestion and lymphatic 
stasis and thus predispose to this type of dysmenorrhea. The flow of 
blood through the uterus may be a factor and for some unknown reason 
ischemia develops which in turn causes pain. This may be the reason why 
exercises and physiotherapy (including short-wave diathermy), by increas- 
ing the circulation to the pelvic organs, will sometimes relieve the pain; 
anything that induces vasodilatation of the uterus will tend to do this. 

The following case report is an example of primary dysmenorrheea. 

Mrs. J. W., aged 27, a nullipara, had had painful menstruation since puberty, 
the uterine colic starting on the first day but being relieved by the flow. The dys- 
menorrheea was accompanied by vomiting, and the patient had to go to bed and give 
up her work. She had been married 6} years and practised satisfactory contraception. 
The menstrual cycle was normal. Her mother suffered from the same disability 
and as a child the patient could remember seeing her mother go to bed each month. 
Nothing abnormal was found on pelvic examination. 

I prescribed a course of exercises which helped to improve the tone of the pelvic 
floor muscles. After six months she reported that the pain was completely relieved 
as a result of doing these exercises. She can now carry on her daily routine even 
during menstruation without having to take analgesic drugs. 

The following case report is an example of secondary or acquired dys- 
menorrheea without pelvic disease. 

Mrs. D.V., aged 33, a nullipara, complained of severe lower abdominal pain 
just before and during the first day of menstruation, for the preceding five years. 
During the last three months she had been incapacitated by it. For ten years she 
had had attacks of subacute bacterial endocarditis which had required hospital 
treatment. She had been advised against having a pregnancy and had become 
bitterly disappointed and depressed. Her husband practised coitus interruptus. 
Nothing abnormal was found on pelvic examination. 

I referred her to the contraceptive clinic and to a cardiologist who told her that 
she should be able to start a pregnancy at the end of the year. At a recent follow-up 
she reported she no longer had any pain and that she was looking forward to the 
time when she could start her family. 


PREMENSTRUAL TENSION 

The premenstrual syndrome, which includes headache, nausea, irritability, 
depression, lethargy, vertigo, skin and mucosal lesions, rheumatism, and 
cedema, has been estimated to affect about 40 per cent. of women. These 
symptoms can be very distressing and can strain family life. Crimes of 
violence by women, accident proneness, failure in examinations, are more 
common at this time of the cycle. The incidence of suicide, accidents, and 
disease is shown in fig. 1. 

From this chart, compiled by Mackinnon and Mackinnon (1956), it can 
be seen that the hazards of the menstrual cycle are commoner in the luteal 
than in the follicular phase. These authors suggest that women who are 
highly emotional at this time should be warned to take extra care of them- 
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selves. As medical practitioners we should try every form of therapy to 
minimize premenstrual tension. Space does not allow a discussion of the 
theories of causation of the premenstrual syndrome but Greene and Dalton 
(1953) believe that it is produced by water retention due to abnormal 
elevation of the cestradiol-progesterone ratio. 


TREATMENT 
The management and treatment of patients with psychosomatic illness 
call for tact, sympathy and patience. It is only by taking a careful history 
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that the true background and etiology of the case will be revealed. In the 
rush of a busy gynzcological outpatient clinic it is very easy to label these 
cases as due to endocrine imbalance. Such a label is true to a certain extent 
but the reason for this imbalance is what escapes the notice of the medical 
attendant when he has neither the time nor the inclination to gain the 
confidence of the patient and elicit the facts. 

Having decided that the menstrual abnormality results from stress or 
tension a full explanation of the cause and effect should be given. Reassur- 
ance is such a facile word but how difficult it is to reconcile a patient to 
accept the situation and to persuade her that there is nothing wrong physi- 
cally. It is easier for the doctor working in hospital than in general practice 
to support morale and to increase the patient’s security, since the former 
can call so easily on ancillary services such as those provided by the lady 
almoner, the social psychiatric worker, the contraceptive and dyspareunia 
clinics. Fear of pregnancy, primitive methods of contraception, dyspareunia, 
and frigidity are dominant features in these cases and it is embarrassing how 
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grateful these patients are after having received proper advice. 

Before starting symptomatic treatment it is necessary to exclude organic 
disease. A general physical and gynzcological examination is necessary. 
In women over 40 complaining of irregular or heavy menstruation there 
should be no delay in advising curettage since this is the only way of 
excluding malignant disease of the uterus. 

In menorrhagia of emotional origin endocrine therapy is disappointing. 
These women will need sedatives and a combination such as quinalbarbitone 
sodium (‘seconal’), } grain (50 mg.) twice a day, and amylobarbitone sodium 
(‘sodium amytal’), 3 grains (0.2 g.), with barbitone sodium ‘(‘medinal’), 
24 grains (0.15 g.), at night. The long-acting phenobarbitone is no longer 
in favour and it is suggested that amylobarbitone, } to 1} grains (50 to 100 
mg.), should be taken by the patient half an hour before being confronted 
with an anxious situation. As an alternative to the barbiturates there are 
tranquillizing drugs. ‘Equanil’ (meprobamate), half a tablet three times 
a day, may be found helpful. In addition, much can be achieved if the 
medical attendant is prepared to be a sympathetic listener, and allow the 
patient to ‘talk out’ her problems; this requires more than one interview. 
We can do much to assist in the solution of the patient’s difficulties and 
indicate where the solution lies, thus lessening the burden on the depart- 
ment of psychology. The time will come when some patients will have to 
be referred to this department. 

Eventually a time will be reached in some cases when operative treatment 
will be necessary. Dilatation and curettage is in itself a form of psychotherapy 
and sometimes helps. But there are the resistant cases which compel the 
gynzcologist to embark on a more radical procedure. Before doing a 
hysterectomy on a young woman utriculoplasty should be given very serious 
consideration. This operation consists of resecting a portion of the uterus. 
Uterine function is maintained and bleeding is less since the area of endo- 
metrium is reduced. This operation was performed in one of the cases 
reported earlier (p. 592) and her menstruation has since been normal. 

In women who have prolonged eposides of uterine bleeding a new 
technique has been used. | have packed the uterus with ‘oxycel’ gauze and 
the bleeding has stopped immediately. It is too early to know whether 
this treatment has permanent beneficial results. 

Amenorrhea will usually correct itself, particularly when it is due to the 
fear of pregnancy. Hormone therapy can be given, by which cestrogen 
withdrawal bleeding is induced. Ethinyl cestradiol, in doses of 0.1 mg. 
twice daily for 21 days, will usually start bleeding after seven to ten days. 
The treatment should be started again after the episode of bleeding and 
be repeated for three months. 

Dysmenorrhea of the primary type can be relieved by physiotherapy 
which is in fact a very good form of psychotherapy. The exercises which 
have been found useful are described in a leaflet (‘Advice on the Monthly 
Period’, obtainable from The Central Council for Health Education, 
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Tavistock House, Tavistock Square, London, W.C.1). It is important to 
insist that these exercises be done during the time of the pain, no matter 
how agonizing this may be. In this way it is possible to break the vicious 
cycle of going to bed each month when the pain starts. It requires con- 
siderable will power on the part of the patient but if she is prepared to do 
these exercises despite the intensity of the pain there is relief in about 
80 per cent. of cases. The use of morphine or pethidine is strongly depre- 
cated. Antispasmodic drugs, such as codeine or belladonna, have their place 
in the treatment of these unfortunate women. If this simple treatment is of 
no avail and if, after having been investigated by a psychologist, the pain 
persists, then dilatation of the cervix will be necessary. 

Premenstrual tension.—Greene and Dalton (1953) have had considerable 
success in the treatment of this condition by prescribing progesterone. In 
mild cases relief has been obtained by oral administration of ethisterone 
in a dosage of 25 mg. twice daily during the second half of the menstrual 
cycle. Other patients may need to have relief by intramuscular injection of 
progesterone, 25 mg. on alternate days during the same phase of the cycle. 
Implantation with progesterone, 200 to 500 mg., has also been found 
effective in those cases which have not responded to the smaller doses. 
When progesterone has been given intramuscularly relief from symptoms 
has been found in over 80 per cent. of the patients. 


CONCLUSION 

Adler’s individual psychology, with its emphasis on subsistence, society 
and sex, has been of considerable help to me in the practice of my specialty. 
His teachings and methods are of particular value by reason of their sim- 
plicity and general applicability in practice and in everyday life. When 
there is no longer psychosomatic unity, and mind and body are acting 
independently, then the individual becomes conscious of disease. A French 
physician has summarized this aptly: ‘Health is the functional unity of the 
organism and disease is dissociation of this function’. It is still true that the 
ultimate aim in clinical medicine is to cure sometimes, to relieve often, to 
comfort always. 

I am indebted to the Editor of the British Medical Journal and the authors for 
permission to reproduce figure 1. 
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THE SKIN AND 
PYSCHOSOMATIC DISEASE 


By ERIC C. RITTER, M.B., M.R.C.P. 
Physician for Diseases of the Skin, Lincoln Group Hospitals 


To the casual reader of this title it must seem almost an impertinence to be 
adding to the already vast literature that has accumulated on the subject in 
recent years. Particularly must it seem an impertinence when it is realized 
that the writer can lay no claim to being a research worker in dermatology 
with the facilities of a large department, nor yet to having any really 
specialized knowledge of psychiatry. 

It may be, however, that a resume of the subject seen through the eyes 
of a working dermatologist and an ex-general practitioner may be of some 
little use to the practitioner who is feeling somewhat overwhelmed by the 
mass of specialist literature and bewildered by the divergent views held 
by the eminent. Let it be said at the outset that this article will offer no new 
or original thought but it is hoped that it may stimulate the inquirer to 
further study. No attempt will be made here to summarize or to quote from 
the literature. Sufficient to say that the masters of dermatology and of 
psychiatry have written widely on the subject. Mention should be made, 
however, of three recent works which contain all the important references. 
The first of these is the chapter in ‘Modern Trends in Dermatology’ (second 
series) by Dr. Ida Macalpine entitled ‘A Critical evaluation of psychoso- 
matic medicine in relation to dermatology’. The second is the section on 
psychosomatic diseases in ‘Recent Advances in Dermatology’, second 
edition, by Goldsmith and Hellier. The third is Wittkower and Russell’s 
book ‘Emotional Factors in Skin Disease’. These are all authoritative works 
with full bibliographies. The first is by a psychiatrist, the second by derma- 
tologists, and the third by a combined team of workers from both specialties. 


THE IMPORTANCE OF PSYCHOLOGICAL FACTORS 

The first point that should be made is that the importance of psychological 
factors in certain skin diseases has long been recognized by physicians 
generally. Throughout the ages the wise physician who regarded body and 
mind, or perhaps body, mind and spirit, as a unity never to be dissociated, 
would have considered this importance as self-evident. With the growth of 
materialism in the 19th century and the remarkable discoveries and advances 
of the scientific method, however, it was perhaps natural that the mental 
aspects of bodily disease should become rather neglected. On the Continent 
also there was a tendency to divorce dermatology from general medicine to 
the great detriment of both subjects and this led further to the neglect of 
mental factors. 
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The British school of dermatologists, however, always affirmed that 
dermatology must be regarded as an integral part of general medicine, and 
a generation or so ago eminent British and American dermatologists began 
to stress the importance of psychological factors. Since then there has been 
a steady stream of writings on the subject from both sides of the Atlantic. 
At the same time there was a reawakening of interest in psychosomatic 
disease in general and psychiatrists then began the attempt to apply modern 
psychiatric principles to its study. 


CURRENT EXPERT OPINION 

The next point therefore is to consider the present opinion of dermatologists 
and psychiatrists in the light of all this work. And here the difficulty starts, 
because let it be frankly admitted, there are almost as many shades of 
opinion as there are individuals expressing them. That psychological factors 
play a part in the development of certain skin diseases all would agree. It 
is in the assessment of the relative importance of these factors that the 
differences of opinion arise, and also in formulating theories of the 
mechanism of interaction between skin and mind. 

At one end of the scale we have the dermatologists who believe that 
psychological factors play a very small part, who doubt if they ever really 
initiate a pathological process and who think that the whole subject has been 
grossly overemphasized. At the other end is the enthusiast who sees 
psychological factors playing the major part in the vast majority of skin 
affections and who thinks that they may actually initiate many skin patho- 
logical changes. The temperament of the writer decides his attitude and it 
is fair to say that in this country a fairly balanced half-way house has been 
accepted by most. 


THE INTERACTION OF MIND AND SKIN 
In considering the mechanism of interaction between mind and skin many 
fascinating and different suggestions and theories have been put forward. 
That the skin is an organ of emotional expression is fairly self-evident and 
there is no need to quote the pallor of fear and the blush of shame. Again, 
it is accepted that mental tension may arise when there is some degree of 
maladjustment between external environmental factors, the conscience or 
super-ego, and the primitive instinctive urges. This tension is usually 
expressed by some form of anxiety and may show itself in the skin. Why the 
skin should be chosen as the organ of expression is a fascinating and difficult 
question. There may be an inherited predisposition or organ inferiority. 
Normal psychological skin reactions may become exaggerated or altered, 
or the skin may be used symbolically to express the mental tension. It has 
been pointed out that patients with functional skin disease are generally 
oversensitive and may suffer from like disorders of other organs. Becker 
and Obermayer (1940) described them as suffering from ‘neuro-circulatory 
instability’, a very useful conception. Attempts have been made to correlate 
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personality types with certain skin affections: a most attractive hypothesis 
but one which must be applied with great caution and not pushed too far. 

The psychiatric writings on the subject are on the whole more difficult 
for the ordinary practitioner. This is not surprising, and for two reasons. 
First, the study of psychiatric principles has been grossly neglected in the 
training of most of us. Secondly there are still fundamental differences in 
psychiatric theory, so that Dr. A. who is a strict Freudian analyst will 
approach the matter in a different way from Dr. B who is not. To the out- 
sider it seems that they all contribute parts of the picture but that the day 
has not yet arrived when a correlated whole can be presented. It is like an 
enormous jig-saw puzzle in which the dermatologist and the psychiatrist 
are carefully fitting in the pieces, but in which there are still large blanks 
and numerous rearrangements to be made. As Macalpine (1954) says, ‘It is 
evident that the very problem as to what constitutes psychosomatic illness, 
is not as yet defined in a generally acceptable form’. 

After this perhaps rather negative but necessary introduction let us now 
ask the simple question that really concerns most readers of The Practitioner. 
What use is this to me in the treatment of my patients? We can probably 
approach this question best by first considering the common skin diseases 
in their relation to psychological factors. 


ECZEMA 

The eczema-dermatitis problem is still by far the most important practical 
one in dermatological practice and one of the biggest problems to the general 
practitioner. Eczema is a clinical condition that is usually fairly easily 
recognized, due to an inherent hypersensitivity of the epidermis which may 
be inherited or acquired. The hypersensitive epidermis then reacts in this 
way to external factors which would not so affect a normal skin, and which 
includes friction. Nervous tension increases the skin sensitivity. In every 
case of eczema therefore two factors are involved: the inherent hyper- 
sensitivity, and the external ‘irritant’. 

The type of eczema depends largely upon which of these factors pre- 
ponderates. In the so-called constitutional eczemas the inherent hyper- 
sensitivity is most marked and the external factor may be no more than slight 
trauma or friction. It is in these cases that psychological factors may play a 
major part. Their recognition may offer the best line of treatment even 
though they may not be primary in the sense of being responsible for the 
basic inherent oversensitiveness, the exact nature of which may be obscure. 
The atopic dermatitis of the Americans, in which the hypersensitivity is 
inherited along with other ‘allergic’ manifestations, falls into this group. 


ALLERGIC REACTIONS 
The effect of psychological factors on allergic reactions in general has been 
the subject of much controversy. Most workers would agree, however, that 
they enhance the allergic reaction although the mechanism is obscure. A 
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common sequence of events is for a patient to react to some irritant or 
sensitizer often encountered at his work and so to be labelled an ‘occupational 
dermatitis’. When removed from the occupational hazard he may not, 
however, make an uninterrupted recovery but may continue to react for a 
prolonged period to non-specific factors such as heat, friction and sweating, 
or simply to emotional factors set up by his fear of losing security, employ- 
ment, compensation and so on. Very careful psychological handling often 
offers the only hope of ultimate recovery in these cases. 

Some cases of urticaria behave in a very similar fashion. Once the urticarial 
pattern of reaction has been established, it seems possible that it may be 
triggered off subsequently by emotional stress. There is, of course, a par- 
ticular type of urticaria, the so-called cholinergic urticaria, characterized by a 
relatively small red flare with a little white weal in the centre, which is 
produced by heat, exercise or emotion such as a burst of temper. A patient 
of mine can produce a most impressive eruption within minutes of losing 
his temper! In this connexion it is perhaps worth pointing out that ‘skin 
testing’ is of no practical use in the management of most cases of chronic 
urticaria. 


ROSACEA 

Rosacea is fundamentally a disorder of the flush mechanism of the face. It 
may be associated with gastro-intestinal or endocrine upsets, but in many 
cases it would seem to be due to an exaggeration and persistence of the 
blushing which is recognized as a normal emotional response. It has been 
said that the truly innocent person cannot blush and that exaggerated 
feelings of guilt or shame underlie these cases. As I am one of those who have 
suffered from a rosacea tendency for years I am disinclined to labour this 
point! At the same time I am prepared to vouch for the fact that emotional 
tension is of primary importance in the vast majority of cases of rosacea, 
and treatment directed to relieving this is of paramount importance in 
dealing with them. 


LICHEN PLANUS, ALOPECIA AREATA, VITILIGO, 
AND PSORIASIS 

These are all diseases the exact cause of which is unknown but in which 
nervous factors often seem to play a major part. There is no convincing 
evidence that nervous factors are the primary cause of these diseases but if 
one regards them as constitutional patterns ot reaction then it would seem 
that nervous factors may act as the ‘trigger’ that will set off an attack. This 
conception may seem unsatisfactory to many minds, but in the present state 
of our knowledge it does offer a working hypothesis and is of immense help 
in the management of the case. 


ACNE VULGARIS 
Acne vulgaris is in rather a different category. It is fundamentally due to the 
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endocrine imbalance of puberty and usually occurs in normal healthy 
adolescents, but it is undisputed that emotional factors may accentuate the 
condition. Particularly in girls careful psychological handling is an essential 
part of treatment. In extreme cases the ‘acné excorié des jeunes filles’, with 
picked pigmented lesions, may arise. 


PRURITUS AND HYPERIDROSIS 

The exact nature and physiology of itching are a fascinating subject about 
which much original work has been done in recent years that it is impossible 
to summarize within the scope of an article such as this. It may be secondary 
to some pre-existing skin condition or it may be due to some general disorder 
such as diabetes mellitus or jaundice. In many cases, however, no primary 
cause can be found and the majority of clinicians would agree that emotional 
tension may in fact produce itching of the skin. This may be local or 
generalized. In primary genital pruritus the emotional tension is usually 
sexual in nature and, although its origin may sometimes be fairly obvious, 
it is often so deep-seated that careful and expert psychiatric help is required 
to relieve it. In other situations it tends to be localized to certain areas: the 
nape and sides of the neck in women, the eyelids, the antecubital fossz and 
the outer aspects of the forearms are common situations though it may 
occur anywhere. Prolonged rubbing and scratching of these areas produce 
lichenification, and the picture of localized neurodermatitis, névrodermite or 
lichen simplex (Vidal) results. 

Hyperidrosis.—This distressing symptom which is due to overstimulation 
of the sympathetic nervous system may, like pruritus, be considered as 
primary or secondary. Secondary hyperidrosis is due to some organic lesion 
of the sympathetic system. In the primary cases psychogenic factors appear 
to be responsible. This type is usually localized, the axilla and palms being 
most often affected. It can be extraordinarily difficult to treat and psycho- 
therapy alone seldom seems to do more than perhaps help the patient to 
live with the disability. For the cases localized to the palms sympathectomy 
often offers the most relief. 


DERMATITIS ARTEFACTA AND 
NEUROTIC EXCORIATIONS 
In both these conditions there are self-inflicted skin lesions. In the latter 
the patient usually admits the origin. In the former it is strongly denied. 
They are obviously primarily psychogenic and, in the case of dermatitis 
artefacta, are usually manifestations of a hysterical or psychotic personality, 
that may require psychiatric treatment. 


THE MANAGEMENT OF PSYCHOSOMATIC SKIN DISEASE 
After this rather unseemly scamper through such a vast field let us return 
to the question ‘what use?’ Here we are on firmer ground. 

The clinician’s primary interest is in people and in helping them to 








THE SKIN AND PSYCHOSOMATIC DISEASE 603 


overcome the various diseases with which they may be faced. He recognizes 
that man is an indissoluble unity of body and mind or he may go further 
and say that man, in distinction to the animal, is a unity of body, mind, and 
spirit. In any event he accepts the fact that, in greater or lesser degree, 
emotional factors must enter into every disease to which man is subject. 
Regarded in this way there is no such thing as psychosomatic medicine as a 
thing apart. The term, however, has use when it is applied to disease in 
which the mind plays the major part in producing symptoms. It is in 
assessing the relative importance of mental factors in each disease that the 
difficulty arises and this is a very personal affair, depending largely upon the 
temperament of the observer. 

I am one of those who believe that mental factors play an enormous part 
in the majority of skin reactions and that recognition of these factors in all 
the diseases that have been mentioned forms an integral part of their treat- 
ment. In every case the question must be asked ‘How can this patient’s 
mental stress be reduced?’. 

At this point the question is bound to be asked: ‘Should the practitioner 
or the dermatologist employ psychotherapeutic methods himself or should 
any case which presents mental factors of any difficulty be referred to the 
psychiatrists?’ The answer to the first question surely is ‘yes’, provided he 
has time, the inclination and at least a basic understanding of psychiatric 
principles. In this connexion a plea should be entered here for far more 
attention being paid to the teaching of psychiatric principles in the 
medical curriculum. This fact is recognized but is very slow in being 
implemented. ; 

It must be realized that, in the words of Ingram quoted by Macalpine 
(1954) ‘ . . . in a considerable proportion of cases of skin disease effective 
treatment demands no more than the taking of the history and clinical 
examination except that it should be shared and understood by the patient’. 
This sounds easy and self-evident but how often one hears the patient's 
plaintive cry: ‘Dr. so-and-so is so nice but he never explains anything to 
me’ or ‘Dr. so-and-so at the hospital didn’t tell me anything except that he 
would write to my doctor’. ‘I’ll be writing to your doctor’ is a blessed ‘let 
out’ that all of us must use every day but surely we could preface it with a 
little simple explanation and, if possible, reassurance. 

A word may be said here in defence of reassurance because some psy- 
chiatrists tell us we should avoid it as a false bolstering up that may hinder 
the patient’s own ultimate insight which is the goal of the therapist. This 
may be true.in cases in which prolonged therapy is necessary but in the 
majority of simpler cases it can surely be a boon. 

To summarize, the aim of management in these cases is the patient’s own 
understanding of, and insight into, his condition, with subsequent relaxing 
of his nervous tension. Careful history-taking and examination and then 
explanation to the patient, which may have to be gradual, are the essence 
of the procedure. Decision has to be made by the practitioner whether to 
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do this himself or to share the task with his specialist colleagues. It involves 
considerable artistry but its results may be vastly rewarding. 


THE PSYCHIATRIST, THE ALMONER, AND THE PADRE 
How is the dermatologist to decide which cases he can deal with himself 
and which to refer to a psychiatrist? This is an extremely difficult question 
to decide and often it depends upon the availability or otherwise of an in- 
terested psychiatrist who has made some special study of these cases. In my 
experience it is the long-standing constitutional eczemas, the patients with 
ano-genital pruritus, the sweaters and, of course, many of the patients with 
dermatitis artefacta who really need the expert help of the psychiatrist. It is 
also my impression that more ultimate benefit derives from the method of 
psychiatric interviews than from the spectacular short cuts at present so 
much in vogue, such as convulsive therapy, leucotomy and the use of the 
so-called tranquillizing drugs. Again, it seems to me that no harm can derive 
from combining psychiatric treatment with soothing or other applications 
to the skin prescribed by the dermatologist. In other words, for the 
psychiatrist and dermatologist to work as a partnership right through and 
not merely at the stage of reference. This viewpoint, however, is disputed by 
some psychiatrists who feel that it undermines the patient’s belief in the 
primary importance of the nervous factors. Each case, of course, should be 
decided on its own circumstances. 

In a number of cases, perhaps the majority of the difficult eczemas, the 
nervous factors are bound up with difficult domestic or working environ- 
mental factors. In these cases a trained almoner is invaluable, and most large 
skin departments now use an almoner extensively for the investigation and 
relief of this type of case. 

Lastly, but by no means least, the practitioner should never forget that 
in dealing with the emotional difficulties of the Christian patient the help 
and cooperation of an understanding priest or minister may be invaluable. 
This, of course, opens up a vast and controversial subject that is outside the 
scope of the present article. Of the value of this kind of cooperation I am, 
in certain cases, however, in no doubt whatever. 

In conclusion I wish to express my gratitude to the many psychiatrists 
and dermatologists whose ideas I have used so freely, and particularly to 
thank Dr. W. Herbert Brown, of Glasgow, and Dr. John T. Ingram, of 
Leeds. 
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PIGMENTED SKIN LESIONS 


By B. K. RANK, C.M.G., M.S., F.R.C.S., F.R.A.C.S. 
Honorary Plastic Surgeon, Royal Melbourne Hospital, Melbourne, Australia 


Every practitioner, whether in general or consultant practice, has felt 
insecure when advising patients about common pigmented skin lesions. 
A much better general understanding of the nature and behaviour of these 
lesions is necessary as a background to more rational advice without, on 
the one hand, inducing a general atmosphere of alarm, or, on the other 
hand, failing to note and respect early malignancy. Some refer all these 
cases to a consultant who in turn may rely on the report of the pathologist 
as the basis for prognosis and action without realizing his limitations and 
difficulties. The pathologist has a static view of a problem which can only 
be properly interpreted when reviewed along with the clinical findings. It 
was to this end that we set about a detailed study of pigmented skin lesions 
which is fully reported in the Australian and New Zealand Fournal of Surgery 
(Hicks, Rank and Wakefield, 1955). Some aspects of this study are developed 
here in the interests of better appraisal of pre-malignant and early malignant 
lesions from among the vast numbers of pigmented lesions which present 
to practitioners day by day. 


TERMINOLOGY 
We must first establish clear working terminology. There are fundamental 
objections to using the terms ‘mole’, ‘nzvus’, and ‘melanoma’ for innocent 
pigmented skin lesions, for ‘mole’ implies a three-dimensional lesion, 
‘nevus’ refers to any skin blemish, usually congenital, and ‘melanoma’ 
denotes a neoplasm. It is more satisfactory to use the following terminology. 
The large groups of innocent melanin-pigmented skin lesions, whether con- 
genital or acquired, we call pigmented nevi, retaining the word ‘naevus’ 
only because it is so deeply established that it is unwise to suggest any 
alteration. Furthermore, in so doing, we purposefully avoid using the term 
melanoma for pigmented lesions which are not neoplasms. By melanoma 
we mean malignant melanoma, whether or not it be prefixed by the word 
‘malignant’. 
PATHOLOGY 

There can be no rational diagnosis or management without understanding 
of the elementary pathology of these lesions. In most pigmented skin 
lesions there are collections of small cells, round or oval in shape with 
small dark nuclei which differ slightly from the basal cells of the epidermis. 
These ‘naevus cells’, as they are generally called, or melancblasts, may 
occur singly but are more frequently in clusters. These cells, readily 
demonstrable by ordinary staining methods in pigmented nevi, cannot be 
so demonstrated in normal skin, in the skin of normally pigmented areas, 
November 1956. Vol. 177 (605) 
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or in the skin of dark-skinned races. Nevus cells in contact with the epider- 
mis are termed, from their position, junctional: i.e. they lie between dermis 
and epidermis. Those which are in the dermis and separated by a layer of 





Fic. 1.—Microscopic features of the three 
main types of nzvi. 

(a) A junctional nevus—showing typical 
distribution and proliferation of nevus 
cells in the junctional region between 
dermis and epidermis. (* 43) 

(b) An intradermal naevus where the 
nzvus cell masses in the dermis are 
clearly separated from the epidermis 
by fibrosis. (* 43) 

(c) A compound nevus with both junc- 
tional and intradermal distribution of 
nzvus cell masses. (* 43) 





connective tissue from the epidermis are designated intradermal. When 
only junctional cells are present in a lesion it is termed a junctional nzvus. 
When only intradermal cells are present it is termed an intradermal nevus, 
and when there are both junctional and intradermal cells the lesion is termed 
a compound nzevus (fig. 1). 

It is necessary to appreciate the conception of a life history of a pigmented 
nzvus and various aberrations which may occur in the normal stages of its 
formation and maturation. Thirty years ago J. K. Dawson (1925) showed 
clearly how the nevus cells or melanoblasts first appear among the basal 
cells of the epidermis, generally in groups, and how they migrate into the 
dermis to form the typical cell masses seen in most pigmented nevi. Thus, 
in the earliest stages navi are junctional in type but, as some junctional cells 
separate from the epidermis, they become compound. While junctional 
cells are still present a navus is immature. When junctional cells are no 
longer found it is mature and entirely intradermal. Atrophy and fibrosis 
with separation of cells can be seen in the deeper portions of most pig- 
mented nzvi as they mature with age. It should be noted, however, that 
this refers to the age of the lesion and not the age of the patient who carries 
it, for the formation of a nzvus, at least as a macroscopic structure, may 
begin at any time from early embryonic life (when they are often large 
and associated with anomalies of other tissues) to those first appearing in 
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old people. Whether or not these lesions appearing in adult life arise ‘de 
novo’ must at least remain suspect. Many pigmented nevi show other 
abnormalities than collections of melanoblasts. The surface is often papillary 
or mamillary. Cornification may be ex- 
cessive. Sebaceous glands and hair 
follicles may be numerous. In some 
nevi the structures resembling nerve 
bundles and specialized nerve endings, 
as described by Masson (1951), can be 
clearly seen. 

Aberrations from the normal matura- 
EK e* tion process of a nzvus are many. Even 
Fic. 2.—An activated junctional those that do appear in early life are 

nevus, with active proliferation not all mature by adult life. Further- 
of the junctional cell masses : , : 
which bulge into both epidermis | More, many junctional nzvi never proceed 
and dermis, but there is no tg maturity at all, but either remain 
separation such as would indi- - ¢ ‘ 
cate malignancy. ( 43) inert throughout life or undergo a reac- 
tivation of junctional cellular proliferation 
which may be the precursor of malignancy. Junctional nevi undergoing 
such cellular proliferation are referred to as activated junctional nevi (fig. 2). 

One typical and particular form of junctional nzvus is a diffuse spreading 
lesion which first appears in adult life. It does not mature but on the other 
hand is prone to continued active proliferation in the basal layer, often as 
a precursor to subsequent malignant change. This diffuse form of junctional 
change we term a diffuse junctional nevus. It corresponds to the common 
clinical entity of melanosis which is described later (p. 610). 





MELANOMA 
It is of singular importance to be precise about what we term ‘malignant’. 
Perhaps it is because of failure to establish working criteria of malignancy 
that the term ‘melanoma’ conveys a feeling of uncertainty which pervades 
thought and writing on these conditions. Whether writers agree as to their 
criteria of malignancy is of little account so long as these are clearly stated. 

The histological criteria of malignancy do not differ from those of other 
tumours. There are two main features which must both be present. 

(1) The general cell characteristics of malignancy—proliferation of cells 
and alteration of cell size and shape and staining, with enlargement, irregu- 
larity and mitosis of the nucleus. There may be increased cellular function, 
i.e. melanin formation. 

(2) Extension of cells beyond normal bounds both upwards to cause 
disruption of the epidermis and downwards as sheets of cells into the dermis. 

In most malignant melanomas these criteria are beyond dispute (fig. 3), 
but the distinction between the earliest malignant change and simple 
activation of a junctional nevus may be extremely difficult, and depends 
upon the identification of malignant cells in the dermis which are clearly 
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separated from the epidermis. Where this invasion is confined to a narrow 
band immediately below the epidermis the term superficial malignant 
melanoma is used (after Allen and Spitz, 1953) (fig. 4). The activated 





Fic. 3.—Obvious malignant melanoma. 


(a) Shows deep cell extension into the dermis and surface ulceration. ( x 18) 
(b) Shows the obvious criteria of malignancy: wild cell proliferation with 
mitotic figures and altered shapes, size and staining of cells. ( * 72) 


junctional nzvus is a pre-malignant condition, the superficial malignant 
melanoma is the earliest stage of malignancy, the transition from one to the 
other is insidious and indefinable. In clinical practice this matters little 
for these are the conditions we must learn to diagnose and adequately treat. 

If we can improve our knowledge and clinical acumen in these conditions 
then, just as with any other variety of malignant disease, the prognosis of 
melanoma is perhaps not so gloomy as we have been led to regard it when 





(a) (b) 

Fic. 4.—Superficial malignant melanoma. 

(a) The normal pattern of epidermis is disrupted by proliferating and 
separated nzvus cells. Separated cell masses are also seen in the super- 
ficial dermis. (x 72) 

(b) Higher magnification shows the typical cell characteristics which suggest 
malignancy. ( 144) 


recognized only in a stage of flagrant invasive malignancy and oft-established 
dissemination. 

To this end we must consider these questions. 

(1) When do we need to be concerned that a pigmented skin lesion is 
potentially malignant? That is, that it should be removed for prophylactic 
reasons. 
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(2) On what do we make a clinical diagnosis of malignancy, i.e. that 
a lesion is a melanoma as opposed to a pigmented naevus ? 

(3) What is the correct management of these two groups of cases, i.e. the 
potentially malignant and the actively malignant? 





Fic. 5.—Melanosis (diffuse junctional nevus). 

(a) Typical macroscopic appearance in an 
elderly lady. 

(b) The same case a few years later—recur- 
rence and spread after inadequate excision 

(c)' Typical microscopic appearance in the 
same case: i.e. extensive diffuse junctional 
nzvus. 





WHICH PIGMENTED NA2VI ARE POTENTIALLY MALIGNANT? 
Such is the undoubted, but yet not understood, influence of puberty that 
the only pigmented navi which are potentially malignant are those that 
have not reached the mature stage of intradermal nzvi by adult life. This 
includes a negligible few of the lesions which appeared before or soon after 
birth; some, but still only very few, of the lesions which begin in childhood 
as most seem to do; more still of the lesions which appear in adult life, 
and of these probably a higher percentage among those appearing in post- 
menopausal years or at other times of endocrine crisis or ill balance. 

We have already established that an immature lesion is one still showing 








610 THE PRACTITIONER 


the formative phase of junctional activity: i.e. naevus cell proliferation at 
the basal layer. It may be a pure junctional nevus or one only partly mature: 
i.e. the combined or compound nzvus. 

What do these immature lesions 
look like to the naked eye? The most 
gross and obvious conditions from 
which to learn the clinical picture 
of junctional activity are the exten 
sive areas of junctional nevus which 
occur quite commonly on the face 
of post-menopausal women and 
which are commonly referred to by 
the term ‘melanosis’ (fig. 5). ‘They 
would be better called diffuse junc- 
tional nevi. Their precise origin is 
vague. They are generally described 
as starting like a freckle but their 
characteristic appearance of diffuse 
pigmentation, erratic and irregular 
in outline, often fading so imper- 
ceptibly into normal skin that it is 
difficult to define the precise edge, ™ . eo 
> - ; Fic. 6.—Malignant melanoma arising in a 
1S typical of the macroscopic appear- gross and extensive area of melanosis 
ance of a junctional nevus. There (diffuse junctional nevus) 
are often diffuse outlying patches 
in the same state. With all this, however, there is no nodular raising of 
the surface for, although the 
junctional nzevus cell prolifera- 
tion may be diffuse and wide- 
spread, it is limited to a thin 
depth in the junctional region 
of dermis and epidermis. There 
is nothing to feel with the finger 
tip. Of 57 cases of melanosis 
we have observed in recent 
years, all showed intense diffuse 
junctional nzvus cell prolifera- 
tion, six showed the changes of 
superficial melanoma, and in 13 








4 ; Fic. 7.—Typical immature junctional nzvus in 
there were obvious areas of a small localized area. This has a similar 


invasive malignant degenera- microscopic appearance to fig. 5 (c). 
tion. Melanosis constitutes one 

of the most serious premalignant skin lesions that we know of. All 
pathological stages of a pure junctional navus being side-tracked 
into a malignant melanoma (fig. 6) can be seen in various of these 
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lesions, and often indeed in the same lesien. 
Exactly the same features are seen in many small pigmented lesions 
which are first noted in adult life—although most patients are notably 





. (b) 

Fic. 8.—{a) Another typical junctional navus: in this case on the sole of 
the foot. 

(b) A malignant melanoma which has arisen from this same type of lesion 
in a young woman. 


(a) 


vague as to their origin (fig. 7). These, too, are junctional nzvi and as such, 
though again only after puberty, they are potentially malignant and should 
all be removed for prophylactic reasons. It seems true, though we do not 
know why, that these small junctional nzvi are prone to form on the hands, 
feet and the genitalia, so that it is sound practice to remove all navi from 
these regions (fig. 8). In these small junctional navi there is, again, nothing 
nodular to feel with the finger, for the nzvus cell proliferation is entirely 
junctional, neither disrupting the epidermis nor forming the cell clumps 
and reactionary fibrosis of mature intradermal nevi. 

But what of the combined nzvi where the mature intradermal lesion 
does make a palpable lesion but where the persistent junctionally active 
component makes them still no less pre-malignant in the adult? We can 
recognize most of these, too, for these diverse features are generally seen 
in different areas of the lesion so that we are confronted with a typical 
intradermal nzvus but around it a spreading pigmented halo or pseudopod, 
the edge and surface of which has the typical appearance of the junctional 
nzvus which it is (fig. 9). The significance of odd single junctional cells 
in otherwise mature nzvi is not known. 

Thus, any pigmented skin lesion in an adult showing these clinical signs 
of junctional activity, and showing any change in character whatsoever, be 
they large diffuse areas of melanosis or small local junctional nzvi either 
in pure form or combined with an intradermal lesion, should all be removed. 
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In contradistinction to the mature intradermal nevus or mole with its 
prominence and hair tuft, they are the only pigmented skin lesions which 
are potentially malignant. There may be other reasons for removing mature 





(b) (a) 


Fic. 9.—({a) Compound nevi: the larger lesion shows irregular pigmentation of junctional 
activity around its periphery. 

(b) A malignant melanoma which has arisen in a pigmented lesion of many years’ standing, 
probably a compound nevus. 


nzvi, congenital or acquired, large or small, but for practical purposes 
they do not include malignant potentiality. Assurance on this score alone 
should reduce a great deal of alarm and haphazard removal of pigmented 
spots. 
THE CLINICAL DIAGNOSIS 
OF EARLY OR,SUPERFICIAL MALIGNANT MELANOMA 

For the microscopic diagnosis of malignancy, in addition to the well-known 
appearance of cells themselves indicative of active proliferation, there 
must also be extension and breakaway of these cells beyond normal bounds, 
both upwards so as to attenuate or disrupt the epidermis, and downwards 
in separate masses from the junctional clumps into the dermis. This pro- 
liferation produces something which is palpable to the finger tip. If therefore 
a lesion is found showing junctional activity in which there is an area or 
areas palpable with the finger tip it is a superficial or early malignant mela- 
noma even though the proliferation process may still be confined to the 
epidermis and superficial dermis. We have now learned that this is none 
the less a malignant melanoma and we have seen a few examples of meta- 
stasis from lesions microscopically still in this stage. Thus it is the first 
palpable change in areas of active junctional nzvi in adults that we must 
learn to diagnose and treat as malignant melanoma. It may only be a 
thickening on the surface, nevertheless it is something palpable. The 
lesion which has reached the stage of an ulcerating bleeding surface over 
an ugly-looking mass is an advanced stage of malignancy when vascular 
and lymphatic dissemination in the deep dermal plexus region has often 
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already taken place, and it is generally too late to shut the stable door. 
It must be emphasized that it is only after puberty that the question 
arises of junctional activity in a nevus undergoing aberration to malignant 





Fic. 10.—{a) A typical immature juvenile 
nevus in child of 34 years 


(b) Histological appearance of the same 
lesion shows the typical activated 
appearance of wild proliferation which 
is of no adverse significance before 
puberty. ( 43) 





change instead of mature intradermal nevus. Whatever the microscopic 
picture in children, and it is well known how wild it may look (fig. 10), 
the lesion never becomes, except in the rarest of instances, malignant. The 
significance of puberty is fundamental. There were only 18 acceptable 
reported cases of malignant melanoma in childhood when we searched the 
literature (McWhorter and Woolner, 1954). That fact, together with many 
other clinical observations of these lesions during periods of endocrine 
activity, points to the extreme likelihood of some endocrine disturbance 
as the basis of the whole phenomenon of nzvus cell appearance, multipli- 
cation, maturity or aberration to malignancy. Nevi should be looked upon 
as anomalies, and there are many anomalies prone to malignant change. 


THE CORRECT SURGICAL TREATMENT 

(a) The potentially malignant.—Any junctional nevus, or any nevus with 
a junctional component, in an adult should be removed and, in distinction 
to what one would do for a mature mole, it should be removed with a clear 
skin margin of } inch to } inch (6.5 to 12.5 mm.), depending upon the 
definition of the edge and the size of the lesion—a wider removal being 
made for a bigger lesion. On the other hand there is no need for a deep 
excision; only the skin need be removed. 

(b) The malignant (melanoma).—On the other hand, if a diagnosis of 
superficial malignancy is made—i.e. when there is evidence of a pre-existing 
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junctional nzvus which has undergone some increase in size or pigmentation 
and in which there is a palpable lesion be it ever so small—the case should 
be treated as a malignant melanoma, irrespective of site or size, and irres- 
pective of biopsy findings, the value of which we have come to doubt. To 
this group must be added all borderline cases, a group which diminishes 
with clinical experience. A clean block excision, certainly no closer to the 
lesion than } inch (12.5 mm.) in all directions including depth, should be 
made. The depth of the excision should also include the first tissue plane 
barrier, the deep fascia. Any error must be made on the safe side and no 
consideration must be given to how much skin has to be removed or how 
any resulting defect is repaired. That depends upon the size and situation 
of the divot and it makes a separate and perhaps more difficult technical 
exercise of surgical reconstruction. If proper pathological examination 
confirms a diagnosis of superficial malignant melanoma, i.e. there is no 
deep dermal invasion, then there is no occasion for prophylactic gland field 
dissection, but there certainly is every occasion for close follow-up observa- 
tion: i.e. a ‘wait and see’ policy. It is in this group that cure can generally 
be effected by clear and bold block local excision. Acting on that policy, 
we have had 19 of these cases with no local or gland field recurrence to date. 

In cases of more obviously malignant melanomas, when pathological 
examinations show spread beyond superficial cutaneous regions, i.e. deep 
dermal invasion or cutaneous disruption, then the diagnosis is late and the 
prognosis is quite a different story. In these cases the question of gland 
field dissection is certainly to be considered, but there are still many con- 
ditions which make the indication for this anything but universal. 

In general, if there is clinical evidence of gland field involvement and 
this is still surgically operable, block gland dissection is certainly indicated, 
for even among those who ultimately succumb there are many who live for 
years without distress. If, on the other hand, there is no clinical evidence of 
gland field involvement it has been our practice to do a prophylactic gland 
dissection only in those regions where the lymphatic drainage is clear-cut 
and a reasonable block dissection can be done, notably of course for the 
lower face and neck regions, the thigh, or the arms. In other regions, and 
especially in elderly or poor-risk patients, there is still ample justification 
for a ‘wait and see’ policy. Taylor and Nathanson (1942), in their monograph 
on lymph node metastases, point out with an impressive series of figures 
that the incidence of primary spread from melanomas either by lymphatic 
or blood stream, appears to be about fifty-fifty. But in cases coming to 
necropsy we have been impressed by the far and wide dissemination which 
occurs, at least in the final stages of the fatal disease, and it is difficult to 
see how the manner of primary spread in such cases can be stated. 

There are occasional melanomas where the situation is suited to primary 
block excision including the local gland field, but if this is to be done the 
diagnosis must be confirmed on the spot after proper excision of the primary 
lesion on lines already indicated: i.e. there should be a competent patholo- 
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gist on hand at the operation. Even realizing the traps of the differential 
diagnosis which we have detailed elsewhere (Hicks et al., 1955), mistakes 





(c) (d) 
Fic. 11.—Bugbears in clinical diagnosis of malignant melanomas 


(a) and (b) Small localized angiomas. (c) and (d) Pigmented basal-cell carcinomas. These 
lesions were all mistaken for malignant melanomas 


are still common over angiomas and pigmented basal-cell carcinomas, 
neither of which is such a rare condition (fig. 11). 
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The well-known surgical criteria of operability, so far as glands are 
concerned, are apt to be forgotten nowadays. There is nothing more 
pathetic than to see surgeons in the predicament of halfway dissecting 
a fixed inoperable and extensive gland field involvement by malignant 
melanoma. There is no place for this type of buccaneering surgery rationa- 
lized by some plea ‘that we must give the patient his only chance’. 


CONCLUSION 

If we are to improve the outlook of melanomas as a disease it will not come 
from extension of operability by the modern conditions of surgery, but 
rather by educating the profession in early diagnosis, when the prognosis 
is not nearly so bad as we have been led to believe by the unhappy over-all 
picture. It may seem trite to say this, as it is the well-known plank for 
improving the outlook of any malignant disease. Nevertheless, it has not 
been said for melanomas, or if it has been then the practice of early diagnosis 
and effective treatment has been so lost in overwhelming confusion created 
by removing all sorts of innocent pigmented skin lesions, that it has remained 
an impractical proposition. We are now seeing some daylight in this 
direction. 

At the time of writing we have been able to follow 55 of 57 cases of 
malignant melanomas operated on in the last ten years. Nine are dead of 
their disease and two of other causes—leaving 44 alive. Four of these have 
one foot in the grave with recurrence, leaving 40 as yet without evidence 
of recurrence. Of these 40, 16 were operated on five to ten years ago; in the 
case of the others, it is only one to five years since operation. 


Most of the illustrations used in this paper have been reproduced by kind per- 
mission of the Australian and New Zealand Journal of Surgery. 
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PNEUMONIA DUE TO INFECTION 
WITH INFLUENZA VIRUS C 


By I, M. LIBRACH, M.B., B.Cu., D.P.H., D.C.H. 
Medical Officer in Charge, Ilford Isolation Hospital 


INFLUENZA C virus infection is common in this country, and may be 
responsible for acute respiratory illness. Andrews and McDonald (1955), 
for instance, in a series of 295 persons found that the proportion with an 
antibody titre of 1/10 rose from 5 per cent. in the o-4-year age-group to 
61 per cent. in the 25-34-year age-group. Grist (1955) found seven patients 
with influenza virus C infection among the patients admitted to the adult 
pneumonia wards of a Glasgow hospital during February to May 1954. No 
common pattern of illness attributable to influenza C was detected. 

Active pneumonic infection per se as a manifestation of influenza C 
infection has not been described so far. It is for this reason that the following 
two cases, which presented with a severe broncho-pneumonic type of illness, 
are now reported. 

CASE REPORTS 

Case 1.—C.W.S., a milkman aged 48 years, was admitted to hospital on 
December 8, 1955. He had a history of cough and dyspneea for a few days, treated 
with sulphafurazole and chlortetracycline without effect. His previous history was 
of chronic bronchitis for many years and of pneumonia five or six times, the last 
attack being in 1947 when he had a left basal pneumonia. 

On examination, the temperature was 101° F. (38.3° C.), the pulse was 106 per 
minute, and the respiratory rate was 28 per minute. The blood pressure was 120/75 
mm. Hg. The patient was flushed, acutely ill, and dyspneeic. The heart sounds were 
normal, and the apex not displaced. Examination of the chest revealed dullness at 
the base of the left lung with diminished breath sounds and vocal resonance. 
Scattered rhonchi and rales were audible in both fields. 

Investigations.—An x-ray of the chest on the day after admission showed collapse 
of the left lower lobe, with a left basal effusion. There was a lesser degree of collapse 
of the right lower lobe, with broncho-pneumonic consolidation (fig. 1a). There was 
still evidence of broncho-pneumonia in an x-ray taken on December 28, but this 
had practically cleared by January 1, 1956, and an x-ray taken on January 18 
showed clear lung fields (fig. 1b). 

No A.F.B. or malignant cells were found in the sputum, nor was any predominant 
organism isolated. The blood was examined for cold agglutinins on December 17 
and January 7, and on both occasions the titre was 1/32. The white cell count was 
9,500 per c.mm., with 80 per cent. polymorphs. Examination of the serum for 
complement fixation titre on the eighth day of the illness gave negative results 
(i.e. 1/8) for influenza A and B, Q fever and psittacosis, but on January 16 examina- 
tion of the blood revealed a complement fixation titre of 1/512 for influenza C virus. 

Progress.—Treatment consisted of benzyl penicillin, 1 mega unit six-hourly 
for 16 doses, and oxytetracycline, 500 mg. six-hourly to a total dosage of 16 g. 
The temperature settled after forty-eight hours, and then recurred with a recru- 
descence of symptoms and signs. The left base was so dull that fluid was suspected, 
but on tapping only blood was obtained. About the roth day herpes simplex of the 
lips appeared. From then onwards progress was slow but uneventful, 

He was discharged home, feeling well, on January 22, 1956. When seen one 
month later he was still well and an x-ray of the chest showed clear lung fields. 
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Case 2.—D.J.B., a male aged 19, was admitted on February 16, 1956, complaining 
of malaise, sore throat, lassitude, lower chest pain and cough for a few days. 

The temperature was 103° F. (39.4° C.), the pulse was 106 per minute and the 
respiratory rate 28 per minute. The blood pressure was 120/80 mm . Hg 





(a) (b) 
Fic. 1.—(a) X-ray of chest, December 9, 1955, showing collapse of lower lobe of left lung, 
with left basal effusion. (b) X-ray of chest, January 18, 1956, showing clear lung fields. 


Forty-eight hours after admission there was a rise in temperature, accompanied 
by dullness and crepitations at the base of the left lung. The response to penicillin 
was prompt and permanent. 

Investigations.—An x-ray of the chest on February 21 revealed left perihilar 
consolidation. This had cleared by March 6, when an x-ray showed resolution of 
consolidation at the base of the left lung. The white cell count was 11,400 per c.mm., 
the differential count being: 54 per cent. polymorphs, 36 per cent. lymphocytes, 
4 per cent. monocytes, and 6 per cent. eosinophils. On March 10, a complement 
fixation titre of 1/256 was obtained for influenza C virus. 

The patient made an uninterrupted recovery. 


DISCUSSION 

Although both these patients were severely ill on admission to hospital, at 
no time did their condition give rise to anxiety. Neither of them had any 
of the classical signs of influenzal broncho-pneumonia: e.g. heliotrope 
cyanosis. The absence of response to antibiotics in case 1 is to be expected 
in a disease of predominant virus etiology. The rapid response to penicillin 
in case 2 suggests a bacterial infection secondary to the virus infection. 

The complement fixation titre for influenza C virus in both cases is 
diagnostic, and it is of interest to note that the titre obtained in case I 
(1/512) was only attained in one of the ten cases reported in detail by 
Andrews and McDonald. Influenza C infection may well prove to be yet 
another cause of ‘atypical’ pneumonia; hence the reason for this short report. 
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A NEW LAXATIVE 


By JOHN E. S. SCOTT, M.B., F.R.C.S. 
Senior Surgical Registrar, Middlesex Hospital 


Tue ideal laxative has yet to be found, and an addition to the range of 
those already in use is of interest to every doctor. Recently, a substance, 
(4,4’-diacetoxy-diphenyl)-(pyridyl-2)-methane, has been discovered to have 
a stimulant action on the colon, apparently by direct contact with the 
mucosa. When used as a laxative, this substance has proved in practice to 
be very effective. It is issued under the proprietary name of “dulcolax’ as 
tablets and suppositories. The tablets contain 5 mg. and the suppositories 
10 mg. of the active constituent. 


CLINICAL EXPERIENCES 
One case requires special mention. This case has been reported in part 
(Scott, 1955), but the essential details can be summarized as follows: 


A 60-year-old woman had undergone a series of abdominal operations, starting 
at the age of 14. For approximately 30 years she had required regular rectal washouts 
to control her constipation. Finally she reached the stage when the only method of 
obtaining a motion was by daily intramuscular doses of prostigmine, 0.75 mg. 

It was then decided to try ‘dulcolax’. With a dosage of 3 tablets each evening, 
normal daily bowel action was obtained. This dose was later reduced to 2 tablets and 
the patient has progressed well ever since. 

‘Dulcolax’ has produced a normal action in about go per cent. of 87 
patients who were allowed out of bed on the first postoperative day. 1t has 
failed to produce an action in approximately 25 per cent. of 89 patients 
confined to bed for three or more days. These have required enemas as well. 

None of the patients in whom this drug was used, including the one 
taking it regularly for a year, suffered any unpleasant side-effects. It is not 
absorbed into the blood stream and would therefore appear safe for use in 
patients suffering from hepatic or renal disease. All patients have had their 
bowels opened normally without abdominal colic. As evidenced by normal 
sigmoidoscopic appearances and the absence of mucus or blood in the 
motions, the colonic mucosa has not become irritated or inflamed. 

When taken by mouth the laxative effect occurs in ten to twelve hours. 
The evening is therefore the optimum time for oral administration. If 
given in the morning when the stomach is empty, the effect occurs in six to 
seven hours. The suppositories, which produce an action within twenty to 
thirty minutes, are more effective in a loaded colon or when more rapid 
evacuation is required. 


I am grateful to Lewis Laboratories Ltd. for supplies of ‘dulcolax’. 


Reference 
Scott, J. E. S. (1955): Arch. Middx Hosp., 5, 260. 
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A NOVEL TREATMENT FOR HYPERTENSION 


By ERNEST MEIRING, M.D. 
Kirkwood, Transvaal, South Africa 


Sout Africa has, with a great deal of truth, been described as the last 
feudal country in the world. In the large cities the doctor-patient relation- 
ship is much as elsewhere but in the South African countryside some of 
the best aspects of one-time general practice have somehow survived. In 
the close-knit society of the small South African town, and its periphery 
of farm lands, the doctor, by virtue of his calling, automatically takes his 
place as one of the leading citizens; here he is not only medico but, to a 
considerable extent, also friend and counsellor of those who seek his advice. 
His patients consult him with great naturalness and he is, so to say, co-opted 
into the many family circles he has to do with. As is natural, over the years 
the thoughtful country doctor accumulates a varied store of worldly know- 
ledge and experience which, when need arises, is dispensed with large 
sympathy and no condemnation. So it is that these country folk, who do 
not lack shrewdness, often ascribe to their family doctor knowledge that 
sensible general practitioners do not pretend to have and that rightly falls 
within the restricted province of the specialist. Fortunate it is, too, that 
faith, even in our age, sometimes moves mountains. The lady to be discussed 
here was dne of those who resolutely, and without defection, pinned her 
faith on me, her family doctor. 


THE PATIENT 

At the time I was practising in a village on the Transvaal highveld, focus 
of a large and compact rural population. Many of these farmers and their 
wives were people of small education but great goodness and hospitality. 
The woman in our case, a member of a family I knew well, was thirty-five 
years old with more than traces of good looks, slender, and of delicate 
texture. She was a good woman and a lady, in the best sense of the word, 
who had known and was still tasting how hard and bitter life can be. My 
first examination disclosed a greatly raised blood pressure and early signs 
of malignant hypertension. Two years later it became necessary to perform 
a therapeutic abortion and to sterilize her. 

Her husband was a farmer of pleasant personality and small means who 
lacked the drive and force needed to extract a reasonable living from a soil 
often ravaged and rended by the savage elements of this country of extremes. 
Thus it fell to her lot to add business affairs and economic finesse to the 
cares of her house and two children. At the same time she had with appro- 
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priate meekness to please and appease his implacable mother and sisters, 
who condescendingly chose to swell the family circle, and were sure that 
he could have done much better for himself and for them. So here was a 
set-up that would elevate the blood pressure of any saint and stultify the 
efforts of the most accomplished physician. All the usual remedies in fashion 
ten or so years ago were tried without any worth-while improvement. 
A tearful outpouring of the heart became common at consultations and this 
coupled with a little sympathy and encouragement, | am convinced, did 
much more good than the few dozen tablets tucked away in her handbag. 


THE SURGEONS’ ADVICE 

The village was within a hundred miles of two big cities, and on a visit to 
one of them she took ill with pneumonitis and was admitted to hospital. 
Penicillin had arrived and her pulmonary trouble was soon ended but, as 
is the custom in all good hospitals, she was investigated from top to toe 
and a diagnosis of malignant hypertension firmly established. Smithwick’s 
operation of lumbar sympathectomy had not long before been reported and 
leading surgeons had journeyed to the United States to absorb the technique; 
so skilled and knowledgeable operators were not lacking and here was a 
case which simply cried out for a sympathectomy. While still in hospital 
the patient was strongly urged to have this done right away but she refused 
point blank. 

All guns were brought to bear upon her; the bad prognosis if nothing 
were done was emphasized, relays of doctors from housemen to honoraries 
enjoined and cajoled her but all to no avail. Eventually she was asked why 
she so obstinately refused to take the chance of better health and longer 
life. The unexpected and foolish answer was that if her own family doctor 
sanctioned the operation she would abide by his decision and by his decision 
alone. Who was her doctor, she was asked, and when she mentioned the 
name of a practitioner, one among hundreds such, in an obscure village it 
was too much. The woman was discharged and allowed to go her way. 


THE CONSULTANT'S ADVICE 

Thus I heard the story from her lips and, as I listened, I wished the onus 
had not been placed on me. The hospital authorities thought it better not 
to send me a report or, what is more likely, never thought about it at all, 
but still the onus was placed squarely on me. Sympathectomy to me was 
nothing more than a vague rumour shorn of detail, and the books and 
journals on hand, true to the habit of all books and journals immediately 
available, breathed not a word of it. I worried about the responsibility that 
blind loyalty had so neatly placed upon me, until it came to me that a 
second and better informed opinion was indicated. I thereupon frankly 
explained to her that I was out of my depth and could not say yes or no 
and that I would have to pass her on to someone who should and would 
know better. 
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Pretty well every general practitioner has a pet consultant who is required 
to hold babies and streamline opinions that are sometimes more rugged 
and picturesque than the medical scene, as viewed through his finely 
focused eyes, will allow. At that time I used a consulting physician, highly 
qualified and very approachable, and one whom my Afrikaans patients liked 
and spoke well of. So to him I referred my problem. I had always found 
his advice to be sound and charged with the correct measure of orthodoxy 
characteristic of the British medical product. I had no reason to expect 
anything more from him than a considered opinion as to whether she 
should be operated on or not. He wrote me that surgical treatment was 
not indicated and he went on to say, with a sort of half apology, that I 
might think it odd but that he favoured Chile seeds for the successful 
treatment of hypertension. This case he regarded as eminently suitable for 
this treatment and he advocated seven Chile seeds on bread smeared over 
with butter three times daily. 


THE CHILE SEEDS 

This unique scheme of treatment made me ponder for a while until, with 
some recklessness, I decided that the patient had paid her money and that 
I really had no right to withhold the treatment offered. I thereupon in- 
formed the lady that the specialist, as she had been told, had decided 
against operation but had advised her to take certain rare seeds that he 
knew of. I stressed the complete newness, and my ignorance, of this treat- 
ment but added that I believed only good could come of it, and that it 
would take me some time to procure these special seeds. The next day I 
rang a city seedsman and asked for a packet of Chile seeds to be sent to me. 
A query as to what kind of Chile seeds stumped me, but I soon decided 
on the common or garden variety costing ninepence per packet. In due 
course the seeds arrived and, after a suitable lapse of time, were handed 
to the patient’s husband with the injunction to be very careful and to stick 
to the seven seeds thrice daily as prescribed. On payment being offered, 
I took a guinea, feeling that the rarity of the seeds and their expensiveness 
were an essential part of the treatment, for my experience is that a patient 
must hold his medicine in high esteem if it is to do any good. 

As was customary during periods of tolerably good health, I did not see 
or hear from the patient for some months until one fine summer’s day I 
chanced upon her husband in the street and asked him about his wife. He 
told me she was much the same, better one day and not so good the next 
but, he added with a grin, they had planted some of the seeds and now 
grew their own Chiles. This taught me the lesson that it does not pay to lie 
to a patient, not even from the best of motives, and I credited his 
account to the extent of one pound and threepence. 


EPILOGUE 
Tragedy came swiftly three years later. The patient’s husband, as is the 
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custom in this area, at times employed convict labour on his farm and 
fights among the more desperate characters were common. On seeing one 
such vicious battle through the window of her living room, the lady spied 
her husband, seemingly in the thick of it, and thought that he was the 
victim of a murderous attack. While trying to telephone for help, she 
dropped to the floor unconscious and died a few hours later from cerebral 


hzemorrhage. 
I wonder sometimes if I should not have taken the bit between my teeth 


and advised the operation. 


INTRACRANIAL TUMOUR IN PREGNANCY 


By JOHN A. SHANKS, M.B., Cu.B., M.C.G.P.(Can.) 
Provost Medical Centre, Provost, Alberta, Canada 


THAT vomiting in early pregnancy requires careful assessment is illustrated 
in the following case report. 


CASE RECORD 

The patient was a 33-year-old white woman who had been a hard worker and 
whose only emotional abnormality was a tendency to worry about the problems 
of other people and of her family—never about herself. Between 1945 and 1954 
she had had five children, with no abnormality of pregnancy, labour or the puer- 
perium. In the first three months of her first pregnancy she had had a certain 
amount of nausea and vomiting, but not out of the ordinary, and only slight nausea 
in subsequent pregnancies. Her husband said she had not seemed completely fit 
for about eight months, but was unable to elaborate. Her previous history included 
a barium meal and appendicectomy in 1944, and uterine suspension ore year 
before the present illness. An uncle had died of a cerebral tumour. 

She conceived in March 1955, and five weeks after her last menstrual period 
she developed progressive nausea and vomiting, with hematemesis on one occasion. 
For the next four months she was treated elsewhere for vomiting of pregnancy 
without improvement. In this time she was able to retain very little nourishment 
and lost 30 pounds (13.5 kg.) in weight. During the fourth month of pregnancy 
she began to have intermittent occipital headaches, which increased in frequency 
and severity, and moved round to the temporal and finally the frontal regions. The 
pain was throbbing in character, inconstant, and unrelated to anything except 
movement of the head which aggravated it unbearably. There was an episode of 
visual disturbance about this time, but all she could say about it was that she could 
not see properly. During the fourth and fifth months she became profoundly weak 
and very constipated. She had a certain amount of dizziness. 

At the initial examination on August 5, 1955, at 21$ weeks’ gestation, the main 
features were the wasting and general weakness. Apart from a mild pustular rash 
on the face and upper trunk, and some irregularity in outline of the uterine fundus, 
there was no abnormality in any system except the central nervous system. The 
netrological findings were nystagmus, absent abdominal reflexes, incoordination of 
the right leg, and a questionably dorsiflexor plantar response on the right side. 
There was a general loss of muscle tone. The optic fundi were normal. 

The symptom of headache, although it became more prominent later, was over- 
shadowed by the food intolerance, and the lack of papille:dema deflected attention 
from the consideration of intracranial tumour. Consequently a subacute bowel 
‘obstruction had to be excluded and a thorough investigation was done. There 
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was some dilatation of the colon and lowering of the plasma proteins but no helpful 
information was obtained. Lumbar puncture showed normal cerebrospinal fluid 
under an initial pressure of 295 mm. 


PROGRESS 
The patient’s progress in hospital during the next twelve days was the 
main factor in reaching the diagnosis. Subjectively her gastric symptoms 
improved with occasional lapses, but the headache, which varied in severity, 
became worse. She gained 8 pounds (3.6 kg.) but remained very weak. 
The neurological findings changed from day to day. Nystagmus was always 
present, and at times was equally marked to both sides. At other times the 
jerking was absent or reduced on conjugate deviation to the left. On looking 
to the right the movements were usually rather coarse and slow. Inco- 
ordination of the right leg remained fairly constant. Muscle hypotonia was 
not more marked on the right and was ascribed to malnutrition. The 
abdominal reflexes remained absent. The plantar responses changed con- 
stantly. On the right the response always suggested dorsiflexion and at 
times was classical. On the left side there was less activity and latterly it 
also was considered to be dorsiflexor. 

During her stay in hospital she was treated, at different times, with 
dimenhydrinate (‘dramamine’) intramuscularly which helped greatly to 
control nausea, an injectable preparation of vitamins, sodium phenobarbi- 
tone, bile salts (‘bilron’), mepiridine (pethidine), and insulin to stimulate 
appetite. 

Twelve days after admission edema appeared in the right optic disc, and 
a final diagnosis of right-sided cerebellar tumour was made. She was 
referred to a neurosurgeon (Dr. G. K. Morton, M.D.) who removed a right 
cerebellar astrocytoma containing about 1 to 14 ounces (28.5 to 42.5 ml.) 
of fluid. Her delivery at term was entirely normal and, apart from slight 
residual dizziness, she is well ten months postoperatively. 


DISCUSSION 
In retrospect the true diagnosis seems fairly obvious but, in fact, it was 
confidently established only with difficulty. Vomiting occurring for the first 
time in a sixth pregnancy should not readily have been ascribed to the 
pregnancy. The patient, however, had had a uterine suspension since her 
last delivery, and this could have accounted for a change in her early preg- 
nancy symptoms. 

It is unlikely that a diagnosis could have been made with enough assur- 
ance to warrant operation before this time. Until papillaedema appeared the 
findings were not definite enough. If, however, conception had taken place 
a month or even two months later, the diagnosis of vomiting of pregnancy 
might have delayed recognition of the true cause. 

The dorsiflexor plantar response cannot be satisfactorily explained by the 
cerebellar tumour, but its presence at times was undeniable, and the 
response has been normal since operation. 
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From the neurosurgeon’s point of view this is a straightforward case of 
one of the commonest brain tumours, with no unusual feature except 
perhaps the associated pregnancy. To the family physician it is a horse of 
an entirely different colour. Intracranial tumours are not often seen in 
general practice whereas vomiting of pregnancy is common. This patient’s 
own doctor treated her for almost four months, and the true diagnosis was 
not made until characteristic signs became apparent, when, fortuitously, 
she changed doctors. It should therefore be a rule to investigate all cases 
of vomiting in pregnancy with as much care as if the pregnancy did not 
exist. It is to emphasize this that the case is thought worthy of presentation. 


SUMMARY 
A case of intracranial tumour (cerebellar astrocytoma) in pregnancy, of 
which the main feature was vomiting, is described. 
It illustrates the need for clinical care and thoroughness before accepting 
a diagnosis of vomiting of pregnancy. 


A ‘HOME-MADE’ MATTRESS FOR THE 
INCONTINENT PATIENT 
By CASSIE E. WILLIAMS, M.R.C.S., L.R.C.P. 


Resident Medical Officer in charge of the Infirmary, St. Mary's Home, 
Broadstairs, Kent 


HAVING read with much interest Dr. C. M. Douglas’s account of a voluntary 
laundry service for the sick (The Practitioner, July 1956, p. 86), I feel that 
the following description of a ‘home-made’ mattress used successfully in 
nursing a helpless and incontinent patient may be of interest to other readers. 


HOW IT IS MADE 
An ordinary (3-ft.) flock and hair mattress was used, and in this a hole 
was cut and scooped out (not right through); the distance from the head 
of the bed to the patient’s buttocks was measured to ensure correct position- 
ing of the hole, which was lined with rubber sheeting. A corresponding hole 
(‘nicked’ to secure a good fit) was cut in a mackintosh sheet which was then 
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laid across the mattress and tucked in firmly on each side (fig. 1). Into the 
hole was sunk an enamel receptacle, shaped like a French sailor hat (fig. 2). 
As the receptacle had a handle it was necessary to make a groove in the 
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mattress for this also, but this was easily done by manipulation and pressure. 
It so happened that we had a suitable pan available for this purpose but | 
have since ascertained that a similar 
type is obtainable from Messrs. Bush 
& Co., of Waddon Estate, Croy- 
don, Surrey. Next, an inflated or 
stuffed rubber ring cushion with a 
removable linen cover was placed 
on top. Actually, our cushion is ob- 
long, being the rim of an impo- 
verished rubber bedpan (fig. 3), and 
the flange, which we cut from a 
portion of the base of this, is a most 
useful adjunct as it covers the handle of the pan and prevents 
overflow. The cushion is secured to the bedhead by a piece of strong webbing 
passed under the pillows. The bed is made with two folded sheets down the 
sides and a blanket and sheet across the foot (fig. 4). The upper bedclothes 
are made up in the usual way. 





HOW IT IS USED 
When two nurses are available, the patient is rolled off the cushion by the 
first nurse, the pillows are removed and the cushion is turned back towards 
the bedhead (if the cover is soiled, this, of course, is changed). There is no 
need to unfasten the webbing. The second nurse removes the pan, washes 
the buttocks and takes the pan away for emptying and cleansing, while the 
first dries and powders the patient, carefully massaging the buttocks, heels, 
and so on. Then the pan is 
slipped into place, the cushion 
is put back and the patient is 
rolled on again. The two 
nurses pull her forward by 
raising under the arms, the 
pillows are replaced and a 
gentle lift is given at the end 
of counting 1, 2, 3. The upper 
bedclothes are then put in po- 
sition as usual. This routine is carried out four times in the twenty-four hours. 















sheet with 
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SUMMARY 

As I have already mentioned, this apparatus really does work. We have 
now used it for over two years for one of our helpless and incontinent patients 
and she is much more happy and comfortable. The laundry bill is greatly 
diminished, for sheets seldom get soiled, and the cushion covers are small 
and easily washed as they open out flat, but more often than not they 
remain dry. 

Since writing this article we have converted another mattress for a second 
helpless patient who also is finding it a great comfort. 








‘LET’S SING OF RATS’ 


JAMES GRAINGER, M.D. 
1723(?)-1766 
By BRIAN HILL 


ONE evening in 1763, a group of friends was gathered together in Sir Joshua 
Reynolds’ house in London to hear Dr. Samuel Johnson read the manuscript 
of a new poem which he had brought along with him. Most of those present 
were well acquainted with the author of this work, a Dr. James Grainger 
who had left England some years previously for the West Indies. His poem 

it was called “The Sugar-Cane: a Poem in Four Books’—was the outcome of 
that change of scene and there had already been much talk in literary 
circles about this novel choice of subject for treatment in verse. 

The reading began. But let one of Grainger’s acquaintances, James 
Boswell, continue the story: 

“The assembled wits burst out into a laugh when after much blank verse pomp, 
the poet began a new paragraph thus: 

“* Now, Muse, let’s sing of rats”’. 

And what increased the ridicule was that one of the company, who slyly overlooked 
the reader, perceived that the word had originally been mice, and had been altered 
to rats as more dignified.’ 

“This passage’, Boswell points out, ‘does not appear in the printed work. Dr. 
Grainger, or some of his friends, it should seem, having become sensible that 
introducing even rats in a grave poem, might be liable to banter. He, however, 
could not bring himself to relinquish the idea: for they are thus, in a still more 
ludicrous manner, periphrasticaly exhibited in his poem as it now stands: 

‘““Nor with less waste the whisker’d vermin race, 
A countless clan, despoil’d the lowland cane” ’ 

In spite of the rats, however, the general verdict on Grainger’s poem was 
favourable, and in due course the work appeared in the bookshops. But let 
us see what manner of man its author was. 


EARLY DAYS 
James Grainger was the son of a landed gentleman of Cumberland by his 
second marriage. According to his own account, his father was ruined by his 
extravagance and that of his two wives. More romantically, the decay in his 
fortunes was attributed by some to his Jacobite leanings during the rebellion 
of 1715. Whatever the cause, Grainger senior had to leave his native county 
and take a job in the Excise at Dunse in Berwickshire. James was born there 
or in Edinburgh about the year 1723. 

His father died while he was still a child and his education was undertaken 
by his half-brother. When the boy had finished with school he was appren- 
ticed to a surgeon-apothecary in Edinburgh and in that city ‘had an oppor- 
tunity of studying the various branches of medical science, which were then 
begun to be taught by the justly celebrated founders of the school of 
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medicine’. He proved a diligent scholar and served out the years of his 
apprenticeship, but, being without the necessary capital to enable him to 
support himself during the difficult beginnings of a private practice, he was 
forced to look about for a suitable opening. An Army career offered itself 
and he accordingly joined Pulteney’s regiment of foot as a surgeon, and saw 
service in Germany and Holland. After three or four years he sold out of 
the army and, with ‘a few hundreds’ in his pocket, obtained the degree of 
‘Doctor of Physic’ and set up in practice in the City of London. 

As well as an aptitude for his chosen profession of medicine, Grainger 
had literary aspirations. The former was shown by a treatise published in 
1753 on diseases in the army, the outcome of his recent experiences; the 
latter he proved by his ‘Ode on Solitude’, which was highly praised by his 
contemporaries. Dr. Johnson was fond of quoting the opening lines. “This, 
Sir’, he would exclaim, ‘is very noble’. 

The reputation Grainger gained by this poem introduced him to such 
literary figures as Johnson himself, Thomas Percy, Shenstone, Sir Joshua 
Reynolds, Dodsley, the publisher, and others. A description of him says that 
he was: 


‘A man of modesty and reserve. . . . In spite of a broad provincial dialect, he 
was extremely pleasing in his conversation. He was tall, and of a lathy make; plain 
featured, and deeply marked with the small pox; his eyes were quiet and keen; 
his temper generous and good-natured; and he was an able man in the knowledge 
of his profession’. 


THE WEST INDIES 
In 1758, Grainger surprised his friends by’writing to say that he had 
determined to leave England for several years. 

“You must know that a Mr. Bourryau came of age some months ago, and as a 
strict intimacy has long subsisted between us, I having had in a great measure the 
superintendence of his studies, he made me an offer of settling on me for life £200 
per ann. if I would accompany him on his travels, which, in short, after many 
pro’s and con’s in my mind, I have accepted. We accordingly set out next spring, 
before which I hope to see you in London, where I shall be about the latter end 
of the year. I fancy you will approve of what I have done: for, though my business 
was exceeded by that of no young physician in town, four years will make no great 
retardment in my medical progress, especially as I shall be able to prosecute business 
with more spirit at my return, and probably with the patronage of noblemen of 
interest whose good will I may happily acquire abroad’. 

Grainger’s emphasis on the prosperity of his practice rings false. A rising 
physician who is prepared to abandon his patients for four years or so cannot 
number many remunefative ones among them, but it must be remembered 
that an annuity of £200 a year was equivalent to at least four times that 
amount at the present-day value of money. John Bourryau, to whom Grainger 
was to act as travelling physician, could in any case well afford this generous 
offer. He owned extensive property in the West Indies. 

In April 1759, therefore, the travellers embarked for the island of St. 
Christopher or St. Kitts, in the Leeward Isles. Before he went on board 
Grainger left with Thomas Percy fair copies of all his poems to be disposed 
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of as the latter might think proper should any accident befall his friend. ‘I 
am confident’, he told Percy, ‘that you will never allow anything of mine to 
see the light which might hurt my reputation with posterity’. He admitted 
that he was depressed at the thought of leaving his friends and ‘that earthly 
paradise, London, where I have passed so many pleasing days and nights’. 
But the die was cast and on April g he set sail from Portsmouth. 

Grainger left London a bachelor. He landed in the West Indies an engaged 
man. During the voyage an appeal was signalled for the services of a doctor 
from a merchantman sailing in convoy with the vessel on which he was 
travelling. A lady passenger suffering from smallpox was displaying some 
alarming symptoms. Grainger transferred to the merchantman and success- 
fully treated the patient, but, his duty as a physician done, he made no effort 
to return to the company of Mr. Bourryau. For the patient had a daughter 
and Grainger was immediately attracted by her. Moreover, and this may 
have had some effect on the doctor’s emotional state, she was the child of a 
late Governor of St. Christopher, the very island to which Grainger was 
going. By the time the ship reached land Grainger and Miss Daniel Mathew 
Burt (she was christened after an uncle with these unusual names for a girl) 
were engaged to be married, and, indeed, the ceremony took place shortly 
after their arrival. 

Most of the bride’s relations seem to have approved of the match, but the 
draft of a letter to her elder brother found among Grainger’s papers shows 
that there was opposition from the head of the family. In this letter Grainger 
hotly defends himself from the imputation of being a fortune hunter. ‘A 
Doctor of Physic who had £200 a year, independent of practice, could never 
be tempted by the paltry consideration of £1000 currency, and three or four 
negroes. Of course I did not, indeed I could not marry her for bread’. 


A RIVER OF BLANK VERSE 
So the news eventually reached his friends in England that Grainger ‘is 
happily married there, hath got into a course of practice in which he hopes 
to clear {100 per ann.: intends to lay up for a few years and then come and 
spend his days in England’. 

Grainger, himself, however, saw success not in medicine but in literature. 
He was inspired by the novelty of his surroundings, the exotic tropical 
vegetation, the shining black faces of the negro slaves, the busy activities on 
the plantations. As his carriage jolted through the steamy heat on his 
journeys to visit his patients, the doctor’s mind was far from thoughts of 
sickness and remedies. 


‘Soon after my arrival in the West Indies’, he says, ‘I conceived the design of 
writing a poem on the cultivation of the sugar-cane. My inducements to this arduous 
undertaking were not only the importance and novelty of the subject, but more 
especially this consideration; that, as the face of the country was wholly different 
from that of Europe, so whatever hand copied its appearances, however rude, 
could not fail to enrich poetry with many new and picturesque images’. 

The resulting river of blank verse cannot truthfully be said to be pleasing 
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in the sense its author hoped. It is very far from great poetry. New and 
picturesque images, strange foreign-sounding words, may meet the reader’s 
eye at every bend and turn in its course, but these call for explanatory notes. 
And Grainger’s notes are so many and voluminous that at times there is 
only a thin trickle of verse between banks heavy with ajungle of explanation. 
There are miniature essays on the mosquito, the humming bird, the prickly 
pear, the alligator and other fauna and flora of the New World. A typical 
note follows the poet’s questions— 


‘Can aught the edible creation yields, 

Compare with turtle, boast of land and wave? 

Can Europe’s seas in all their finny realms 

Aught so delicious as the Jew-fish show? 

Tell me what viands, lands or streams produce, 

The large, black, female, moulting crab excel?’ 
In this list of delicacies one’s curiosity is immediately stimulated by the crab. 
Why must it be female? And why moulting? The poet is silent on these 
points. His note deals only with the Jew-fish. 

The poet’s habit of dramatically referring to his Muse, which led to the 
burst of ribald laughter during Dr. Johnson’s reading of “The Sugar-Cane’, 
is often as comic in effect as on that occasion. 

‘Of composts shall the Muse descend to sing, 

Nor soil her heavenly plumes? The sacred Muse 
Naught sordid deems, but what is base; naught fair 
Unless true Virtue stamp it with her seal. 

Then, planter, would’st thou double thine estate, 
Never, ah never, be asham’d to tread 

Thy dung-heaps, where the refuse of thy mills, 

With all the ashes, all thy coppers yield, 

With weeds, mould, dung, and stale, a compost form, 
Of force to fertilize the poorest soil’. 

The Muse had to tuck up her skirts and forget all thoughts of delicacy 
when she kept company with this eighteenth century medico-poet; and the 
following passage, in which she is invited to contemplate the beauties of the 
cassia, must have been one of those occasions when Grainger tempted his 
readers to understand him as a physician rather than as a poet: 

‘See what yellow flowers 
Dance in the gale, and scent th’ambient air. 
While thy long pods, full-fraught with nectar’d sweets, 
Relieve the bowels from their lagging load’. 


‘LOST FOR WANT OF COMPANY’ 
When Grainger’s poem made its appearance in a handsome quarto volume 
in 1764, it was hailed as a work in which ‘the most languid will find his 
passions excited, and the imagination indulged to the highest pitch of luxury. 
A new creation is offered, of which a European has scarce any conception: 
the hurricane, the burning winds—a ripe cane-piece on fire at midnight; 
an Indian prospect after a finished crop, and Nature in all the extreme of 
tropic exuberance’. 
It is true that Dr. Johnson’s was a discordant voice: 








‘LET’S SING OF RATS’ 631 


“What could he make of a sugar-cane?’ he growled scornfully. ‘One might as 
well write the “Parsley-bed, a Poem’”’, or “The Cabbage-garden, a Poem’’’ 

But this was in conversation with Boswell. In print he was more kindly. 

Grainger’s letters home during 1765 and 1766 show him balancing on 
the see-saw of hope and dejection. Should he continue in the West Indies 
or bring his family back to England? He had not sufficient private income to 
support his wife and children without continuing in the medical profession, 
and the uncertainties of scraping together a practice again in London kept 
him hesitating. For in St. Christopher he could not only make a living, but 
even put a little money by each year. But, and here comes a cry from the 
heart, ‘I am lost, indeed, for want of company, and with all my sweat I 
never can expect to make an independent fortune by physic’. 

Meanwhile, he sent little presents to his friends, tokens of his affection 
and assurances that his memory would still live in their hearts. To Percy 
came sweetmeats, a pot of Cayenne pepper, coconuts curiously carved; to 
Dr. Johnson a pot of preserved ginger. 

Grainger’s last letter home announcing the despatch of some of these 
delicacies is dated December 4, 1766. Before it reached its recipient the writer 
was dead, for on December 16 he succumbed to one of the epidemic fevers 
that used to sweep the West Indies. 


EPILOGUE 
His sojourn of a few years in the Leeward Isles produced two other works 
from his pen. One was a medical account of some West Indian diseases and 
their remedies, to which the author added some ‘Hints on the Management 
of Negroes’. This pamphlet was published anonymously. The second was a 
ballad written for Dr. Percy’s ‘Reliques of Ancient English Poetry’ and 
entitled ‘Bryan and Pereene’. Said to be founded on a real-life tragedy, this 
pathetic story recounts the fatal impatience of a returning traveller, who, 
seeing his beloved on the shore, leaped overboard to swim to land :— 
“Then through the white surf did she haste, 
To clasp her lovely swain ; 
When ah! a shark bit through his waist: 
His heart’s blood dy’d the main! 


He shriek’d! his half sprang from the wave, 
Streaming with purple gore, 

And soon it found a living grave, 
And ha! was seen no more’. 


Grainger told one of his friends that he would ‘rather not be talked about 
hereafter, than talked of as an indifferent poet’. He longed for posthumous 
fame. But posterity has its own standards and most of the doctor’s work 
excites only a smile today. 
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CVII.—TRANQUILLIZERS 
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Greenwich 


anp G. F. VAUGHAN, M.B., M.R.C.P., D.P.M. 
Chief Assistant, Guy’s Hospital; Consultant Psychiatrist, Wood Vale 


Ln the last six years a number of new drugs has been introduced into medi- 
cine and psychiatry with apparently new and interesting properties and 
these have been given the generic title of ‘tranquillizers’. A tranquillizer is 
a drug which induces a mental state free from agitation and anxiety, and 
renders the patient calm, serene, and peaceful. 

The word ‘tranquillizer’ has a long history, and it is unfortunate that 
one of its early uses should have been a euphemistic one to designate a class 
of instruments or measures for subduing unruly patients. This has led 
some critics to equate the action of these substances in severe psychiatric 
disorders with older and cruder methods of sedation and restraint; asserting 
that they do nothing to benefit the underlying condition, and are merely 
a fashionable way of achieving restraint by chemical means. Fabing (1955) 
has suggested an alternative, but less attractive term, ‘ataraxia’, an old word 
meaning literally ‘without disturbance’, for the action of this class of drugs, 
‘ataractic’ thus replacing ‘tranquillizer’. Tobacco, alcohol, opium and the 
barbiturates may all be considered, ip a sense, tranquillizers; certainly De 
Quincey regarded opium as a ‘tranquillizer of nervous and anomalous sen- 
sations’. The term ‘tranquillizer’ is now generally limited to certain new 
groups of drugs, whose main action is the control of anxiety and psycho- 
motor agitation without producing hypnosis or clouding of consciousness. 


CLASSIFICATION 
From the clinical point of view they fall into two groups (table 1): those 
more effective in the psychoses and major psychiatric syndromes, and those 
most useful in the neuroses or minor psychiatric syndromes. 

The first group comprises the phenothiazine compounds, chlorpromazine 
and its derivative mepazine (‘pacatal’); the rauwolfia alkaloid, reserpine; 
and azacyclonal (‘frenquel’). These substances have many pharmacological 
properties in common, and seem to represent a new type of action on the 
central nervous system, combining some of the specific but transient effects 
of electroconvulsive therapy (E.C.T.) with the more enduring effects of 
continued sedation with barbiturates, though without their hypnotic action. 
They act particularly on the mesencephalic and diencephalic parts of the 
brain, and the over-all effect is a complex combination of excitation and 
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inhibition of areas which have important homeostatic functions in relation 
to somatic and emotional disturbance (Himwich, 1955). Hypothalamic 
overactivity may be reduced or suppressed, and autonomic activity, rage 
reactions, metabolic functions, and temperature control inhibited. Endo- 
crine activity may also be affected, causing lactation and menstrual dis- 
turbances. Chlorpromazine causes a fall in blood pressure with increased 
heart rate, whereas reserpine causes a similar fall in blood pressure with 
slowing of the heart rate. 





Tranquillizers most effective in the psychoses and organic reaction states 
(1) Phenothiazine derivatives: Chlorpromazine (‘largactil’) 
Mepazine (‘pacatal’) 
(2) Rauwolfia alkaloid reserpine (‘serpasil’ ; ‘serpiloid’) 
(3) Azacyclonal (‘frenquel’) 





Tranquillizers most effective in the neuroses and minor functional disturbances 
(1) Antihistamine substances: Diphenhydramine (‘benadryl’) 

Promethazine (‘phenergan’) 
(2) Mephenesin and related compounds: Mephenesin (‘myanesin’ ; ‘tolserol’) 

Meprobamate (‘equanil’; ‘mepavlon’ ; 
‘miltown’) | 

(3) Benactyzine (‘cevanol’ ; ‘lucidil’; ‘nutinal’; ‘suavitil’) 
(4) P-butylthiophenylmethyl-2-dimethylaminoethylsulphide HCI (‘covatin’) 











Tas_e 1.—Classification of tranquillizers. 


A possible clue to the action of chlorpromazine and reserpine may lie in 
their effect on 5-hydroxytryptamine or serotonin. This neurohumoral agent 
is present in plain muscle and brain tissue, and it has been suggested that 
excess may result in abnormal mental states (Wooley and Shaw, 1954). 
Reserpine reduces the level of serotonin in the brain stem, and may block 
receptors which are normally sensitive to it. Chlorpromazine has also been 
shown to block some of the actions of serotonin, though how is not clear. 

The second group comprises a miscellaneous collection of substances 
which, for one reason or another, relieve the symptoms common to all 
neurotic states: i.e. fear and anxiety in its psychic and somatic manifesta- 
tations. It is in this group that there is least knowledge of the pharmaco- 
logical and clinical effects, and it is here that the most extravagant claims 
are being made. In this group are the antihistamine compounds, prome- 
thazine (‘phenergan’) and diphenhydramine (‘benadryl’); the muscle 
relaxants, mephenesin (‘myanesin’; ‘tolserol’), and the related compound 
meprobamate (‘equanil’; ‘mepavion’; ‘miltown’); and a third group, 
benactyzine (‘cevanol’; lucidil’; ‘nutinal’; ‘suavitil’) and ‘covatin’. 

The following review of the preparations now in common use is based 
upon our clinical experience. It should be appreciated, however, that there 
is still considerable disagreement on their relative merits, as few adequately 
controlled studies have been reported, and their use in psychiatry is still 
under trial. 

PHENOTHIAZINE DERIVATIVES 
Chlorpromazine (‘largactil’).This derivative of phenothiazine is used 
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extensively for its action in controlling psychomotor and psychotic over- 
activity, which it does without causing excessive somnolence or confusion. 
Its main indications are in acute and chronic psychoses, toxic confusional 
states, senile and pre-senile dementia, mania, and certain childhood dis- 
orders. It is of less value in psychoneurotic conditions. 

It increases appetite, reduces psychotic tension, restlessness, and over- 
activity, and calms the aggressive behaviour associated with acute and 
chronic psychotic disorders (Vaughan, Leiberman and Cook, 1955). Com- 
munication is improved and social rehabilitation follows, so that, in addition 
to an immediate and largely sedative response, psychotic patients may 
show a slow process of reintegration and improved social functioning 
which extends over many weeks before the maximum effect is seen. For 
this reason the drug should be continued for at least four to six weeks 
before deciding that it is not having the desired effect on the patient. 

Individual responses are extremely variable, and the dose of chlorpro- 
mazine must be determined for each patient, beginning with 75 mg. or 
100 mg. daily by mouth, and increasing up to 600 mg. or 800 mg. daily. 
The elixir of chlorpromazine (4 ml. contains 25 mg.) is rapidly absorbed 
and in some instances is more effective than tablets. 

Side-effects are frequent and it is doubtful if it is suitable for patients 
outside hospital, except under careful supervision. Dizziness, palpitations, 
shivering, lethargy, and colicky abdominal pains are all common but 
usually pass off after a few days’ treatment. More serious complications 
may be skin rashes, jaundice (2 per cent.), and in rare instances agranulo- 
cytosis. Large doses may produce a Parkinsonian syndrome. The drug is 
also mildly epileptogenic. It must also be remembered that this and similar 
drugs potentiate the effect of barbiturates and alcohol and should not be 
given when unknown quantities of these may be taken. A contact dermatitis 
or a photosensitization reaction may be a troublesome complication where 
staff repeatedly handle chlorpromazine (Lewty, 1955). This is much more 
likely to occur if the dispensed material is in solution. Where it is being 
used extensively, precautionary measures should be adopted similar to 
those used for the control of sensitivity reactions in staff handling antibiotics. 

In toxic confusional states, alcoholic delirium, and other conditions in 
which a rapid effect is required, repeated intramuscular doses of 75 to 100 
mg., combined with general measures for restoring fluid and vitamin levels, 
are usually adequate. For an immediate effect, up to 200 mg. may be given 
intravenously, well diluted in 250 to 500 ml.’of saline. In senile and pre- 
senile dementia chlorpromazine may lessen overactivity and confusion, and 
can be valuable when combined with other sedatives at night. In rare 
instances, however, it may increase confusion. About 50 per cent. of cases 
of mania will respond rapidly, and in combination with E.C.T. it is possible 
to control the majority. Reactive depression is generally unresponsive, and 
endogenous depression responds better to E.C.T. Agitated depression, how- 
ever, may be assisted although E.C.T. remains the treatment of choice. 








CURRENT THERAPEUTICS 635 


Results are more doubtful for psychoneurotic disorders and it is not a 
substitute for other methods of treatment. Obsessional and hysterical states 
and personality disorders are helped very little, if at all, and such patients 
are often alarmed by the subjective sensations produced by the drug. 

One hesitates to recommend a drug for children which may have serious 
complications, but it has a place for severely overactive and aggressive 
children, and certain brain-damaged children characterized by overactivity 
and insomnia. Dosage is from 10 to 200 mg. daily, according to the age and 
condition of the child (in tablet form, or as the elixir). 

Mepazine (‘pacatal’).—This drug has the same basic structure as chlor- 
promazine, but a different side chain, and the indications for its use are 
essentially the same. It can be combined with chlorpromazine and in our 
experience it may be effective when chlorpormazine has failed. It is claimed 
to be less toxic, but we have encountered more unpleasant, though less 
serious, side-effects than with chlorpromazine. Dryness of the mouth and 
visual disturbances are common, and constipation, nausea, and vomiting 
may occur. Like chlorpromazine it depresses bone-marrow function, and 
agranulocytosis has been reported. Dosage has to be adjusted accordim; 
to the individual patient’s response, and 75 to 600 mg. a day by mouth can 
be given, or 50 to 200 mg. parenterally. It is a valuable new drug, but further 
clinical studies are required before its full usefulness will be known. 


RESERPINE 

Indications for the use of this drug follow closely those for chlorpromazine. 
Its hypotensive action is well known, and it may benefit the anxiety and 
tension associated with high blood pressure. There is a serious risk of severe 
depression developing, both with the comparatively small doses used in 
treating hypertension, and also with the larger doses used in psychiatric 
treatment; suicide has occurred in some instances. If not severe this depres- 
sion will respond to treatment with analeptic drugs (amphetamine, methyl] 
phenidate [‘ritalin’], pipradrol [‘meratran’]) but, failing this, E.C.T. is 
required and treatment with reserpine may then be continued. 

Good results are reported in conditions with psychomotor overactivity, 
restlessness, and aggressiveness associated with acute and chronic psychoses. 
As with chlorpromazine, treatment should be continued for at least a month. 
It is usually necessary to give from 1 to 15 mg. of reserpine daily (1 to 
10 mg. parenterally), according to the response of the patient. 

In large doses there is a general slowing of movement, drowsiness, and 
increased appetite, while the patient’s sensorium remains clear. A peculiar 
type of restlessness combined with lethargy may develop, termed the 
‘turbulent phase’ by Barsa and Kline (1955), but it is not an indication for 
stopping treatment. They describe three stages through which the patient 
passes: sedation, turbulence, and then a stage of integration. Not all 
patients who respond follow this sequence, and the turbulent phase may not 
occur at all. Fatigue, nasal stuffiness, postural syncope, coldness and shiver- 
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ing, diarrhoea, and edema mainly of the dependent parts but sometimes of 
the face, are all common complications. Parkinsonism is common with large 
doses, but is relieved by reducing the dosage. It will thus be readily seen 
that dosage has to be adjusted carefully to suit the individual patient, and 
treatment is impracticable outside hospital. ‘There may be a danger in giving 
E.C.T. to patients while they are on reserpine, due to circulatory collapse, 
and reserpine should be omitted for twenty-four hours before treatment. 

As with chlorpromazine, reserpine seems much less effective in the 
neuroses than in the psychoses, and even in the latter the clinical response 
is often unpredictable. It may be combined with chlorpromazine. and it 
has been claimed that there are fewer toxic complications and the clinical 
result is more effective than when either is given separately. 

Azacyclonal (‘frenquel’).—This drug is the gamma isomer of the analeptic 
drug, pipradrol, and is still in the experimental stage. It is said to have no 
pharmacological effect on normal subjects, but Fabing (1955) has reported 
that it will remove psychotic symptoms induced by the hallucinogen, 
LSD 2s. It has been used for the treatment of acute schizophrenia, alcoholic 
psychosis, and senile confusional states, but the results are extremely con- 
tradictory and the present indication is that it is less effective in these 
conditions than either chlorpromazine or reserpine. The recommended 
dose is 20 mg. three times a day by mouth. 


ANTIHISTAMINE COMPOUNDS 

These have a powerful sedative as well as tranquillizing action, with the 
result that some patients become drowsy before becoming tranquil, which 
may have special advantages in the treatment of neurotic conditions when 
insomnia is a troublesome feature. Freedman et al. (1955) have recently 
shown that diphenhydramine is a potent tranquillizer for disturbed children, 
and it might be said that the whole group of antihistamines and related 
substances has yet to be fully investigated in this respect. 

These drugs potentiate barbiturates and alcohol, and must be used 
cautiously when they are likely to be taken together. Some patients on 
diphenhydramine object to the dryness of the mouth which may be caused by 
its atropine-like action. The dose of diphenhydramine is 25 to 100 mg., 
which may be required to be repeated up to a daily total of 400 mg. That 
of promethazine is 25 to 75 mg., repeated up to 200 mg. a day. 


MEPHENESIN AND RELATED COMPOUNDS 
These are primarily muscle relaxants, although they have a central action 
which is useful in relieving some states of tension and chronic anxiety. 
Mephenesin is suitable for use in ambulant patients outside hospital 
but it is unreliable in its clinical effect and is therefore commonly combined 
with other drugs in a number of sedative preparations. Unfortunately, the 
level of dosage which will relieve symptoms may cause muscular weakness. 
The usual dose is 0.5 to 1 g., repeated up to a daily total of 6 g. 
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Meprobamate is the dicarbamate of a compound closely related to mephe- 
nesin. Like mephenesin it relaxes muscle tone and blocks multineuronal 
synapses. Its duration of action is considerably longer, and the central 
tranquillizing action more pronounced. A number of enthusiastic reports 
have appeared, and a typical one is that by Borrus (1955). He found it 
useful for lessening neurotic tension and anxiety, and for promoting sleep 
and relaxation, but less useful in psychotic conditions. In doses of 0.4 to 
2.4 g. a day, drowsiness, muscular weakness, gastric discomfort, and 
occasional skin rashes may all occur. In our experience this substance has 
proved disappointing. A large number of patients are disturbed by the 
associated muscular weakness and lassitude, but it has had some beneficial 
effect in a small group of anxiety states where the major symptom has been 
sleeplessness. 

BENACTYZINE AND ‘COVATIN’ 

Benactyzine has anticholinergic properties with a selective action on: the 
hypothalamus. It is rapidly eliminated from the body, although the precise 
way in which this occurs is not understood, and it must be given in frequent 
doses to maintain a steady effect. It is useful in the relief of anxiety, fear, 
and tension, and is a satisfactory adjuvant to other forms of treatment such 
as psychotherapy. Patients describe a sensation of calm remoteness as if 
a barrier were brought between them and their problems. Conditions 
reported to be successfully treated include anxiety states, obsessional states, 
psychogenic asthma, psychogenic eczema, and alcohol addiction. It com- 
bines well with barbiturates, and is suitable for use in ambulant patients. 
The maximum tolerated dose in human subjects has not been established. 
Patients should start with 1 mg. three times a day, and the dose may be 
increased until a satisfactory response has occurred, usually with 6 mg. a 
day, or until side-effects appear such as dryness of the mouth and pal- 
pitations. It appears to be most useful when diffuse non-specific anxiety 
and tension symptoms exist and less useful when phobic and hysterical 
symptoms are most in evidence. Indeed it has been suggested that when 
there are feelings of unreality and depersonalization these may be made 
worse. It is contraindicated in depression and the psychoses. 

‘Covatin’ is chemically related to benactyzine. It has similar spasmo- 
lytic properties, and a similar effect on patients. They describe feelings as 
if something had come between them and their anxieties. It is relatively 
non-toxic and no unpleasant complications have so far been reported. 
The maximum dose in man is not yet established, but up to 300 mg. a day 
have been given with no ill-effect. It can be given with barbiturates, but 
since it potentiates their action it should be used with care. In our experience 
it is effective in the same type of patient who shows a good response to 
benactyzine. 

DISCUSSION 
The difficulties attending the evaluation of new drugs are well known, 
and the dangers of over-enthusiasm well recognized. In the case of the 
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compounds, chlorpromazine, mepazine, and reserpine, there is now suf- 
ficient evidence to show that they are of considerable value in the treatment 
of psychotic states and confusional states, but only in doses and conditions 
which render them unsuitable for use with ambulant patients outside 
hospital in the first instance, although patients may afterwards be discharged 
on maintenance doses if supervision is continued and a careful watch kept 
for complications. In the case of reserpine it still seems to be insufficiently 
realized that a severe depression with suicidal tendencies may develop in 
the course of treatment, and some avoidable tragedies have already occurred 
from this cause. Chlorpromazine and reserpine are of little value in the 
treatment of the neuroses. Azacyclonal is still in the trial stage, and in- 
dications for its use are not yet clear. 

The effect of drugs on the neuroses is even more difficult to assess than 
on the psychoses. Neurotic states tend to be self-limiting, are easily in- 
fluenced by suggestion, and have always responded to a wide variety of 
measures. Since neurosis is universal, such measures are similarly wide- 
spread and have become part of the culture of all civilizations which have 
found it expedient to adopt some sort of ‘tranquillizing’ agent such as coca, 
peyotl, marihuana, tobacco, alcohol, and many others. Complicated rituals, 
often of a religious kind, have been built round their use, and the extent to 
which they have been adopted indicates the universal desire for relief from 
anxiety and is some measure of théir success in this respect. The substances 
hitherto used, although often efficient as tranquillizers, have all been liable 
to cause addiction. Fortunately this problem has not yet arisen with the 
new tranquillizing agents, and in this respect at least they are superior to 
the barbiturates and the opiates. 

For neurotic states benactyzine is probably the most valuable single 
substance among the newly introduced drugs, although it still has to be 
adequately assessed from the clinical point of view. Diphenhydramine and 
promethazine have a place when sedation is required in addition to a more 
specific relief-of anxiety, and may be useful at night to control sleeplessness. 
If they are prescribed in the daytime, it should be remembered that they 
potentiate alcohol and the barbiturates. 

These drugs are not a panacea for all forms of mental illness, and may 
cause serious toxic symptoms if not carefully supervised, but used with 
care in selected cases they may provide a form of relief which cannot at 
present be achieved by other means. 
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THE choice of my most interesting case has not been easy and I have selected 
one out of many from which I have learnt a great deal. 


THE HISTORY 
In January 1922, a youth of 19 was brought to see me by his mother who 
gave me the following history. He had left school the previous July. He had 
been unwell during that term and by August lacked energy and was very 
depressed. Because of these symptoms she took him to see her own doctor 
and asked him to test the urine for sugar. She did this because she herself 
had diabetes mellitus. The doctor demurred as there were no symptoms of 
thirst or polyuria. In the end, however, he tested the urine and was 
astonished to find an abundant glycosuria. The doctor sent him to see a very 
distinguished general physician whose special bent was cardiology. He 
confirmed the presence of the glycosuria and prescribed a strict diet and 
a year’s rest which would prevent his going to Cambridge where he had 
been awarded a scholarship in Natural Science. Treatment was started 
with a starvation period, followed by a strict diet containing over 100 g. of 
protein, 250 g. of fat, and the very minimum of carbohydrate. The glycosuria 
disappeared and was rarely present afterwards but his general health failed 
to improve. He became more depressed, suffered from headaches, grew 
weaker and weaker so that he was unable to walk any distance. 

The family history was of interest as his mother, an aunt and uncle 
were all said to have had diabetes mellitus for many years and were still 
alive. 

ON EXAMINATION 

The youth was well grown but looked very unwell with deep circles under 
his eyes. Nothing abnormal was found on physical examination but his 
breath smelt of acetone. The urine did not contain any albumin but had 
a small amount of sugar, whilst the nitroprusside test was strongly positive, 
showing that much aceto-acetic acid was present. The blood sugar was 
100 mg. per 100 ml. but he had not had any food for some hours when the 
blood was collected. Since he had never had any thirst or polyuria and the 
glycosuria had. been discovered in the course of a routine examination, 
I thought it was very unlikely that he had diabetes mellitus. The most 
probable diagnosis was a renal glycosuria. 


THE BLOOD SUGAR CURVES 
I had seen five cases of this condition in 1915 (Graham, 1914-15, 1916-17, 
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1922-23) and had found that the blood sugar curve after a dose of sugar 
was witlin normal limits although sugar was being excreted both before 
and after meals. The unusual feature in this case was the presence of so 
much aceto-acetic acid, and I 








decided to test the tolerance Blood Sugar | 
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Fic. 1.—Blood sugar curve after ingestion of 25 

per 100 ml. to 190 mg. after grammes of glucose (January 8, 1922). 
30 minutes, which was a trifle 
high, but had decreased to 160 mg. per 100 ml. after 60 minutes and 
to its original level after 120 minutes. Sugar was not present before the 
test but 2 g. of sugar were excreted in the first hour and none in the second. 

I decided that it was practically certain that he had a renal glycosuria 
but, since the blood sugar had risen to 190 mg. per 100 ml. after 30 minutes, 
I decided to increase the carbohydrate slowly. I gave him 2 ounces of bread 
(i.e. 30 g. of carbohydrate (C)) for a few days and then increased to 4 ounces 
of bread (60 g. C.). Sugar was not excreted and I had intended to increase 
to 120 g. C. for a few days and then to 240 g. C. so as to compare the 
excretion of sugar with my previous cases. 
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own account, I decided, after consultation with my parents, to try the effect 
of a diet containing a generous allocation of starch. My sole reason for not 
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telling you of my intention was that I knew that in view of incomplete 

knowledge you could not be expected to take any responsibility for this 

course of action. Had anything gone wrong I should have been the only 

person on whom 

yong rd | Date : 9 ___9 1933 blame could have 
per 100 mi ~~ -x 1947 : 

| + rested. Progress is as 

a aca follows . . .’. He then 

gave details about 

io] Paik 2 POE how far he could 

: ; mn dee walk—first 14 miles; 

. . a few days later 10 


Fasting O| trace 


sof * ‘* Ist Hour 1.0¢] +4 miles without undue 
2nd Hour 0.9 +t fatigue. 





6 3 @ 120 Since then he has al- 
Minutes after Sugar 

Fic. 3.—Blood sugar curves in 1933 and 1947. — eaten a normal 
diet. He entered Lon- 
don University and passed his B.Sc. examination. I saw him again in 1934 
and in 1947 and repeated the sugar tolerance test for insurance purposes 
and he was accepted as a first-class life on both occasions. The blood 
sugar curve is now lower than it was (fig. 3), and the highest figure reached 
was 120 mg. per 100 ml. The renal threshold is also lower since a trace 
of sugar was passed before the test and definite glycosuria occurred in 

both the hours after the test. I have heard recently that he is very well. 


DISCUSSION 

The question arises as to whether he will eventually develop diabetes. The 
presence of a lowered threshold for glucose does not predispose a patient to 
develop diabetes. I (1950) have watched a group of 39 patients for between 
18 and 36 years (average, 23.7) and only one patient developed diabetes—22 
years after the diagnosis had been made. I was told that this patient’s brother 
also had a renal glycosuria. But the presence of the renal glycosuria may 
delay the making of the diagnosis of a diminished sugar tolerance since both 
the patient and his doctor will tend to neglect the presence of the glycosuria. 
My patient, who did develop diabetes, insisted that another sugar tolerance 
test should be performed as he felt unwell and had slight symptoms of thirst 
and polyuria. 

The family history is important in this case. When I tested his mother’s 
sugar tolerance in 1922 she was then about 40 years old. After 25 g. of 
glucose the curve was normal and sugar was present showing that she also 
had a renal glycosuria. After 50 g. of glucose, however, the curve was 
definitely abnormal and I warned her to avoid eating too much carbohydrate. 
I did not see her again until sixteen years later when she had slight thirst 
and polyuria and the blood sugar rose to 250 mg. per 100 ml. after 50 g. of 
glucose. The condition was easily controlled with 30 units of insulin a day. 
The uncle also had a well-marked renal glycosuria and ate an ordinary diet. 
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In 1951, at the age of 73, he developed jaundice which was thought to be 
due to carcinoma of the head of the pancreas. The sugar tolerance was much 
reduced and he needed insulin both before and after the operation for what 
proved subsequently to be pancreatitis. When the jaundice disappeared he 
was able to reduce the dose of insulin and eventually to give it up altogether. 
He is still alive and does not have any insulin. 

Hence in the case of my patient’s family there is a tendency for the sugar 
tolerance to decrease eventually and it is possible that he may also develop 
a mild diabetes in his old age. On the other hand, there is a fair chance that 
he will escape since there is no history of diabetes in his father’s family. 
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REVISION CORNER 
LYMPHOCYTOSIS 


LYMPHOCYTOsIS denotes any increase in the number of circulating lympho- 
cytes above the normal levels. Although there is some divergence of opinion 
over the normal range, 1000 to 4,500 per c.mm. is widely accepted in the 
adult. In infancy and childhood different values are found. At birth the 
lymphocyte count is of the order of 2000 to 4000 per c.mm. Lymphocytes 
then rapidly increase to an approximate level of gooo to 10,000 per c.mm. 
at about the twelfth day of life. Thereafter they decline slowly, reaching the 
normal adult level at about 10 to 12 years. During infancy and early child- 
hood, however, the lymphocyte count can be very irregular. Approximately 
4000 to 5000 per c.mm. of lymphocytes are present at the age of 4 to 5 years. 

The term ‘relative lymphocytosis’ is sometimes used. This refers to a 
relative increase in the lymphocytes as compared with the polymorpho- 
nuclear cells, both cell types being recorded as a percentage figure. It is not 
associated with an absolute lymphocytosis as defined above, and appears to 
be of no routine clinical value. 


ORIGIN, FUNCTION, AND FATE OF LYMPHOCYTES 
The main sites of development of lymphocytes are the lymph nodes and 
the aggregations of lymphatic tissue in the gut, spleen, tonsils, pharynx and 
thymus. Most organs, including the bone marrow, also contain minute 
lymphoid nodules. The earliest precursérs of lymphocytes are reticulum 
cells in the germ centres of the lymphoid tissue. These develop into lympho- 
blasts from which are derived the large lymphocytes. The latter in turn 
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are said to give rise to the more numerous small lymphocytes. Whilst small 
numbers of lymphocytes may pass directly into the blood vessels, the main 
portal of entry into the blood stream is by the thoracic duct. 

The exact functions of lymphocytes are unknown. They are slightly 
phagocytic and they elaborate antibodies. It has been claimed that the 
release of the latter is accelerated by adrenal cortical secretion. Certainly 
corticotrophin and cortisone cause a decrease in circulating lymphocytes. 
Serum y-globulin, the enzymes lipase, nuclease, and lysozyme are found in 
lymphocytes. They probably play an active part in the process of repair of 
damaged tissues. 

The factors controlling the release of lymphocytes into the circulation 
are not clearly understood. The phenomenon of chemotaxis, and the spleen, 
endocrine organs, hypothalamus and lungs probably play important parts. 
The life-span of the average circulating lymphocyte probably does not 
exceed a few hours. 


CAUSES OF LYMPHOCYTOSIS 
Infections.—In infancy and childhood, pyogenic infections, which in adult 
life stimulate a neutrophil leucocytosis, often cause a lymphocytosis instead. 
At all ages lymphocytosis is common during the stage of convalescence 
from acute infections. 

In contrast to coccal infections, those due to bacilli are often, but by no 
means always, associated with lymphocytosis: e.g. typhoid and paratyphoid 
fever, brucellosis (abortus and melitensis infections), and the healing phase 
of chronic tuberculosis. Whooping-cough is typically associated with the 
highest lymphocytosis of all the infective group. Virus infections, such as 
influenza, measles, German measles, mumps, and the later stages of chicken- 
pox, smallpox and dengue fever, are often accompanied by a lymphocytosis. 
Glandular fever, particularly after the height of the infection, is commonly 
associated with a considerable lymphocytosis. 

Infectious lymphocytosis is usually a disease of childhood. Its cause is 
unknown, but it has the features of a virus infection. Two types, acute and 
chronic, are described. In the acute form there may be transient, un- 
explained, small mature cell lymphocytosis without recognizable symptoms 
or physical signs. Other cases show fever, respiratory and meningeal symp- 
toms, diarrhea and a morbilliform rash in varying combinations. The 
commoner chronic type follows an upper respiratory-tract infection of 
variable severity. Clinical features are low-grade fever for weeks or months, 
anorexia, malaise, and diarrhea. Lymphocytosis is found as in the acute 
form. Both types of the disease are benign, and there is no anemia, and 
often no splenomegaly or lymphadenopathy. There is no specific therapy. 
Lymphocytosis may occur in malaria, syphilis (the congenital form and the 
secondary stage of the acquired form), and typhus fever. 

Irradiation.—Lymphocytes are the most sensitive of the blood cells to 
irradiation, and pronounced lymphopenia is the earliest and the most 
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consistent change induced by radiotherapy. These cells, however, are the 
first to recover after such exposure, and lymphocytosis may occur following 
the initial lymphopenia. Furthermore, lymphocytosis may be found for 
similar reasons in chronic occupational exposure to irradiation. 
Leukaemia.—\n the lymphatic leukemias the lymphocyte count may reach 
enormously high levels. This is especially so in the chronic variety when 
counts of over one million per c.mm. and greater than the red cell count 
have been found! Occasionally, cases of lymphosarcoma and reticulo- 
sarcoma show a high lymphocyte count in the peripheral blood. ‘They are 
then said to be suffering from leukosarcoma. 
Disease of the endocrine organs.—Lymphocytosis is occasionally seen in 
diabetes mellitus, hyperthyroidism, hypothyroidism and in obesity. 
Miscellaneous states—Lymphocytosis has been reported in emotional 
conditions, exposure to sunlight or ultra-violet rays, Banti’s disease and 
mycosis fungoides. A rare form of idiopathic thrombocytopenic purpura 
called ‘purpura hemorrhagica with lymphocytosis’ is associated with an 
increase in lymphocytes resembling those seen in glandular fever. 
Treatment of the lymphocytosis in all these conditions is that of the 
specific disease causing it. Although the therapy of glandular fever is 
symptomatic, it is worth while noting that penicillin and other antibiotics 
are useful in controlling the secondary infection typically associated with 
anginose cases. 


LYMPHOCYTE MORPHOLOGY AND DIFFERENTIAL DIAGNOSIS 
The morphology of the lymphocytic series is of great value in differential 
diagnosis. Thus, patients with lymphocytosis can be divided into two 
groups: those in which the lymphocyte morphology is normal and those in 
which it is abnormal. 

Lymphoblasts are numerous in acute lymphoblastic leukemia which is a 
rare disease, whilst in the commoner chronic lymphatic leukemia relatively 
few are seen. They may be found in the rare leukosarcomatous states: 
reticulosarcoma and lymphosarcoma with a leukemic blood picture. 
Occasionally lymphoblasts circulate in the peripheral blood in association 
with a disease causing a high lymphocytosis: e.g. whooping-cough and 
glandular fever. Such a state can give rise to difficulty in differential diagnosis. 
Large lymphocytes, which constitute 4 to 8 per cent. of the total circulating 
leucocytes in the adult, are normally found in greater numbers in the blood 
of infants and children. Furthermore, this difference is accentuated in any 
disease causing lymphocytosis. In the rare large-cell chronic lymphatic 
leukemia they abound in the peripheral blood, and they are increased in 
states associated with the presence of lymphoblasts. Other morphological 
abnormalities are of considerable help in diagnosis. For example, in glandular 
fever, after the invasive phase, there is usually an increase in normal lympho- 
cytes and monocytes and also in abnormal ‘glandular fever’ cells. ‘These are 
usually regarded as abnormal lymphocytes and have an oval or horse-shoe- 
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shaped nucleus. The cytoplasm is bluish-grey and abundant, and may 
contain vacuoles and azurophil granules. 

Given lymphocytosis and the detailed morphological features of the 
lymphocytic series, other common blood investigations which assist in 
differential diagnosis are the hemoglobin level, red cell, granulocyte and 
platelet counts. For example, anemia and thrombocytopenia are common 
in acute lymphoblastic leukemia and uncommon in glandular fever. A 
positive Paul-Bunnell test would be confirmatory evidence of the latter 
disease. Finally, interpretation of the laboratory findings should only be 
made in the light of the clinical data. 


E. K. BLACKBURN, M.D., F.R.F.P.S. 
Consultant Hematologist, The Royal Infirmary and Hospital, Sheffield. 


ULCERS OF THE TONGUE 


ALTHOUGH tuberculous ulcers are a notable exception, in general the 
seriousness of an ulcer of the tongue is in inverse proportion to the amount 
of discomfort it causes. Thus, in many instances leukoplakic, malignant and 
syphilitic ulcers are relatively painless whereas herpetic and irritative lesions 
cause considerable discomfort. 


DYSPEPTIC ULCERS 

The commonest ulcers of the tongue are the so-called dyspeptic lesions, 
which are always painful and often multiple, occurring on the dorsum and 
edges of the tongue, the buccal mueosa and the gums. Some patients have 
recurring crops of these sores over a period of years. The ulcers are circular 
in outline with punched-out edges, shallow and surrounded by a narrow 
ring of hyperemia. Although often called dyspeptic they occur in subjects 
with no other gastro-intestinal disturbance, and there is some evidence 
that perhaps the etiological agent may be a virus related to herpes simplex. 

The management of these recurring ulcers can be the bane of the prac- 
titioner’s life. The patient’s general health should receive careful attention, 
and a prolonged change of air is often useful. All spiced and hot foods 
should be avoided, and the intake of sugar and starches be limited. Smoking 
should be given up. Dental sepsis, if present, should be dealt with, and 
dentures, if worn, should be well fitting and kept scrupulously clean. In 
some cases the ulcers seem to be precipitated by certain types of plastic 
used in the manufacture of dentures, and relief may be obtained by having 
another set made from different material. The best local treatment is the 
application of a silver nitrate stick to the base and walls of the ulcer. One 
application is usually sufficient. The patient should rinse the mouth with 
10 grains (0.6 g.) of potassium chlorate in 1 ounce (28.5 ml.) of water, 
thrice daily, and swallow the mixture afterwards. 
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HERPES ZOSTER 

True herpes zoster may occur on the tongue and cause an initial vesicle, 
later replaced by a painful ulcer. In most instances the lesion is strictly 
unilateral and may be accompanied by others in areas supplied by the 
same branch of the trigeminal nerve. Thus, a recent patient had an ulcer 
on the left side of the dorsum of the tongue and a typical herpetic rash 
on the outside and the inside of the left lower lip. The lesions are very 
tender and in some patients may be followed by neuralgia of the mandibular 
nerve. 

Irritative lesions are usually seen on the margin of the tongue at a site 
related to a broken jagged tooth or a defective denture. These ulcers are 
shallow with a red, tender base. Pipe smokers sometimes develop small 
pin-head size ulcers on the dorsum of the tongue, particularly if the tobacco 
is packed too tightly or the airway obstructed. 


LEUKOPLAKIC AND MALIGNANT ULCERS 
Leukoplakic ulcers occur exclusively in men past middle age. The ulcer is 
painless without inflammation or surrounding induration. Situated on the 
front of the tongue to one side of the midline, it is usually oval in shape 
and, due to loss of the normal papilla, appears as a smooth white patch, 
in the centre of which a dusky red ulcer may develop. This condition is 
precancerous and demands surgical treatment. 

Malignant ulcers are round or oval with nodular, raised edges. Pain is 
not a prominent feature and extension to the regional lymph nodes causes 
hard painless enlargement of the submental and submaxillary lymph glands. 
Treated at an early stage, the prognosis is good. 


SYPHILITIC AND TUBERCULOUS ULCERS 
Involvement of the tongue may occur at any stage in syphilis, but is nowadays 
increasingly uncommon. A primary chancre is 1 to 3 cm. in diameter, 
indurated and accompanied by tender, enlarged, regional lymph nodes. 
The possibility of such an etiology must always be considered when a tongue 
ulcer is seen in patients of certain occupations: glass-blowers, wind- 
instrument players, and prostitutes. In secondary syphilis, greyish-white 
mucous patches—lesions looking as if a razor had shaved off the papillz 

may appear on the tongue and buccal mucosa. Usually they are multiple 
and associated with other manifestations of secondary syphilis—rashes, 
generalized lymphadenopathy, splenomegaly, snail-track ulcer on the soft 
palate, malaise and headaches. A superficial gumma may present as a sub- 
mucous swelling the size of a pea which later ulcerates producing a typical 
syphilitic ulcer with a wash-leather slough, a punched-out edge and a 
serpentine margin. 

Tuberculous ulcers usually occur in those with florid phthisis and with 
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sputum containing many tubercle bacilli. The lesion is located at the tip 
of the tongue, is soft and shallow with sloping edges and is intensely painful. 


R. I. S. BAYLISS, M.D., F.R.C.P. 


Assistant Physician, Westminster Hospital. 


NOTES AND QUERIES 


Multiple Pregnancy 

Query.—Sixteen months ago my wife (then 
aged 30) became pregnant for the first time. 
After six weeks, nausea symptoms became 
intolerable and almost continuous. In the ninth 
week of pregnancy, without physical or mental 
shock stimulus, an abortion occurred—the 
feetus (believed single) was unfortunately not 
retained. Medical examination superficially 
followed immediately and she was advised to 
rest for a few days. After a further week of 
pregnancy nausea symptoms, she continued to 
lose blood and felt very unwell with pyrexia 
103 °F. (39.5°C.), ultimately. A dilatation and 
curettage was performed, revealing four remain- 
ing foetuses, one of which was living. All were 
removed. My wife remained in hospital for 
five weeks, since which time recovery has been 
progressive and is now complete. 

Naturally, we are anxious to start a family 
but one somewhat naive fear remains on my 
part. The statistical chances against multiple 
pregnancy by cell division are, I know, astro- 
nomical but, in view of the earlier report that 
all five were separate conceptions, I am won- 
dering whether there could be some freakish 
physiological abnormality in this case, albeit 
incredibly rare, which could cause a repetition 
of the previous experience. Bluntly, is there any 
risk, in view of the bizarre nature of the earlier 
pregnancy, in intercourse more frequently than 
once during the menstrual cycle? This pre- 
supposes that in certain rare cases a woman 
could conceive once, twice, thrice, and so on, 
almost to a plan! I cannot believe this has 
ever been known, but then five separate 
conceptions are also pretty rare! 


Repiy.—The information that introduces the 
question would seem to show beyond doubt 
that there were five foetuses. The statement 
that ‘all five were separate conceptions’ surely 
means nothing more than that, consequent 
upon one ovulation and one act of intercourse, 
five ova were fertilized by five spermatozoa. 
Why should it mean that during one menstrual 
cycle five acts of intercourse had each resulted 
in the fertilization of an ovum? Ovulation in 
the human female is a rhythmic, periodic affair ; 


coitus does not induce it as happens in other 
species. 

Quintuplets have their origins either in the 
synchronous fertilization of five ova by five 
spermatozoa or else in a series of twinning 
divisions on the part of one or more fertilized 
ova. The latter is more common. Since in this 
case the faetuses were very young it must have 
been exceedingly difficult to decide that among 
them there were no twins or triplets. No men- 
tion is made of the existence, or otherwise, of 
twinning in the pedigrees of the individuals 
concerned. 

Quintuplets are exceedingly rare. Undoubted- 
ly quintuplet conceptions are more frequent than 
live-born quintuplets. Among multiples there 
is much antenatal loss. This case-history can 
claim considerable value. 

Now for the answer to the question. It is 
unnecessarily extravagant to postulate that in 
this case frequency of intercourse during a 
menstrual cycle was related to the production 
of five foetuses, conceived at different times. 
There is a simpler and entirely satisfactory 
alternative explanation as outlined above. The 
next pregnancy may well be another multiple 
one. The tendency to produce identical multiples 
is a genetic character. The production of 
fraternal twins, on the other hand, would seem 
to be largely conditioned by the ‘level of living’ 
(in this case-history the suggestion that these 
foetuses were fraternal and not identical multiples 
is implicitly made). 

It is important that such as desire to start 
a family should be encouraged to do so. It is 
desirable that in this case child-bearing shall 
not be too long delayed. There would seem to 
be no reason for cultivating any form or degree 
of anxiety concerning the outcome of a second 
pregnancy. The knowledge gained from the 
desperate experience of the first pregnancy can 
be used to make the second safe. 

Proressor F. A. E. CREw, M.D., F.R.C.P.ED., F.R.S. 


Treatment of Dermatomyositis 

Query.—I have a patient who is suffering from 
dermatomyositis. At present I am giving pred- 
nisolone, 5 mg. three times a day, but further 
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patches of dermatomyositis are appearing and 
the muscle weakness is increasing. I should be 
grateful for advice on further treatment. 


Rep.y.— My suggestions are as follows :— 

(1) Increase the dosage of prednisolone. 

(2) Continue investigations for a neoplasm, as 
uncontrollable acute dermatomyositis is often 
associated with a neoplasm elsewhere, especially 
of the ovaries. 

(3) Combine testosterone propionate, 50 mg. 
twice a week, with the prednisolone. 

(4) If there is still no progress, try combining 
these drugs with a course of chlortetracycline. 

(5) Continue with orthopedic procedures and 
physiotherapy in order to minimize stiffness and 
contractures. 

G. B. Mircuet.-Heccs, 0.B.£., T.D., 
M.D., F.R.C.P. 


Cement Dermatitis 

Query.—Is there any treatment now available 
for the prevention of sensitivity dermatitis due 
to cement? What barrier cream would you 
recommend? 

Repty.—Cement damages the skin in several 
ways. Its hygroscopic action absorbs the mois- 
ture from the skin of those who handle it and 
gives rise to painful cracks and ulcers. It has 
a primary irritant effect because it is strongly 
alkaline, and the sharp grains of silica which it 
contains have a mechanical abrasive action. 
Lastly, it may produce a true allergic hyper- 
sensitivity, possibly because it contains traces 
of chromium which is a potent skin sensitizer. 
This type of dermatitis is more likely to occur 
in hot weather. 

Anything which can cut down the contact 
between the worker’s skin and the cement will 
lessen the risk of dermatitis. Industrial gloves 
can be used for some processes and, provided 
these are renewed frequently, are of value. 
Barrier creams which contain a high fat content 
to counteract the degreasing and dehydrating 
effect of the cement are also helpful. Hydrous 
wool fat ointment B.P., though not as elegant 
as some proprietary preparations, would be 
a suitable application. No barrier cream can be 
expected to counteract the effect of an 8-hour 
shift of concrete laying. Recent work suggests 
that 30% silicone in paraffin base is a most 
effective barrier, but this quantity of silicone is 
much higher than that usually contained in 
proprietary preparations and is very expensive. 

Once an active dermatitis has developed, it 
is nearly always necessary for the worker to 
cease contact with cement by transfer to alter- 
native work until the dermatitis has recovered. 
If the dermatitis has been due to the primary 
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irritant effect, a return to handling cement with 
full protective precautions is often possible. If it 
has been a true sensitization dermatitis with 
vesicle formation it is probable that further 
contact with cement will cause a recurrence, 
but one attempt is worth while. There is no 
method of desensitizing the skin to cement 
and many patients who have had dermatitis 
are unable to tolerate barrier creams and gloves, 
so that a permanent change to alternative work 
may be the only solution for those whose skin 
breaks down repeatedly. 

IAN SNEDDON, M.B., CH.B., M.R.C.P. 


An Acne Problem 

Query.—I have a patient who suffers from mild 
acne which can be cleared by a diet restricted in 
carbohydrate and fat. Unfortunately, this is 
accompanied by an unwanted loss of weight. 
Are there any means by which her weight could 
be maintained while existing on a restricted diet? 
Rep.ty.—There is no real need to lower the 
total calorie intake in treating acne, but it is 
helpful to restrict the intake of carbohydrate 
and fat. I would advise therefore making up 
with a high intake of protein in the form of 
meat and fish. There is no other way of increas- 
ing weight. 

Actually I have not met this problem before, 
and I cannot help wondering if the loss of 
weight does not have some other cause. It might 
be as well if the patient has a general medical 
check-up. 

Perer BorRIE, M.D., M.R.C.P. 


Intermittent Abdominal Pain 
Query.—A woman, aged 31, has for about two 
years suffered from intermittent upper abdominal 
pain. These bouts occur every three to four 
weeks, are unrelated to the menses, unaccom- 
panied by nausea or any visual disturbance and 
last from one to two days. Their onset is usually 
at about 11 a.m. and is often accompanied by a 
headache which is never unilateral and which 
has gone by the next morning, to reappear about 
II a.m. on that day. The pain is described as 
being under the diaphragm and is partially 
relieved by recumbency and hot-water bottles. 
Could this be abdominal migraine, and is 
there any treatment, apart from ergotamine 
tartrate, that might alleviate the abdominal pain? 
Rep_y.—This history suggests an intermittent 
condition such as a colic connected with the 
gastro-intestinal tract, since the pain is relieved 
by heat and recumbency. It is assumed, how- 
ever, that detailed and reliable investigation has 
shown no structural or spasmodic lesion, and 
that particular attention has been paid to the 
exclusion of peptic ulceration, rare lesions of 
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the small bowel, or a biliary disorder. 

The coincidence of a headache with the 
abdominal pain may not really be significant as 
the headache does not resemble migraine, and 
many forms of intestinal disturbance are accom- 
panied in certain individuals by a headache. 
There is therefore little reason for more than 
suspecting abdominal migraine, but ergotamine 
by injection is worth a trial. The possibility of an 
abdominal allergy could be considered, and an 
antihistamine be given at the same time as a 
food/pain record is being made. Abdominal 
epilepsy is a condition often associated with 
headache and might explain this patient’s symp- 
toms, although vomiting is generally a feature. 
The incidence of abnormalities in the E.E.G. 
is high in these atypical epileptic manifestations 
and this investigation is therefore sometimes 
helpful. 

A psychological cause for this clinical picture 
has doubtless been fully considered, as it prob- 
ably provides the most likely explanation of all. 

Joun RICHARDSON, M.V.O., M.D., F.R.C.P. 
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Amniotic Grafts 

Mr. E. ‘TROENSEBGAARD - HANSEN, F.R.C.S., 
writes:— I read with interest Mr. Battle's 
note on amniotic grafts in the September 
issue (p. 349). May I add that amnion grafting 
of ulcers is an easy procedure, but the right 
time for applying the graft is very important. 
The results of healing are about one-third of the 
time normally taken by other forms of treatment, 
excluding Thiersch grafts. When the ulcer is 
completely clean, which can be done with 
suitable treatment, the size of an ulcer will 
decrease by about two-thirds in three weeks 
after one amnion graft. 

I agree that, by and large, Bisgaard’s treatment 
is good, but several cases which have had this 
treatment and have failed to heal, have healed 
in our clinic following amnion grafting. We are 
at present treating a series of bilateral ulcers 
using one ulcer as a control with pressure treat- 
ment, and the other ulcer is treated by amnion 
grafting. The results will be published shortly 


PRACTICAL NOTES 


Treatment of Acute Ulcerative 
Gingivitis 

IN a series of 50 patients with acute ulcerative 
gingivitis, S. H. Hillman (British Dental 
Journal, 1956, 101, 225) has compared four dif- 
ferent forms of treatment: penicillin chewing 
gum, chlortetracycline cream, tyrothricin, and 
chromic acid and hydrogen peroxide. In all cases 
‘a strict regime of oral hygiene and scaling was 
instituted at the second visit’ and routine 
periodontal treatment was undertaken. The 17 
patients who received penicillin therapy were 
given eight pieces of penicillin chewing gum, 
each piece containing 10,000 1.U. of penicillin, 
and told to chew one piece every four hours and 
on retiring at night. This treatment lasted two 
days. Chlortetracycline was given in the form 
of a cream containing 5 mg. per gramme of 
base, and the 12 patients in this group were told 
to apply the cream to the affected parts half- 
hourly for two days. Tyrothricin was given in 
the form of ‘tyrosolven’ tablets to five patients: 
each patient was given 24 tablets and told to 
suck one hourly during the day for two days. 
Ten patients were treated by an application of a 
10% solution of chromic acid to the affected 
part, followed by mouthwashes of a 10 vol. 
solution of hydrogen peroxide for two days. The 
remaining four patients constituted a control 
group and were given an unmedicated chewing 
gum. The results showed that penicillin chewing 


gum was the most effective form of treatment. 
Chlortetracycline.-cream proved as effective in 
seven cases, but in five the results were dis- 
appointing and it was found that the patients 
had not cooperated fully. Tyrothricin was in- 
effective for the more severe cases, and chromic 
acid was ‘generally ineffective’. It is noted that 
‘as far as treatment with antibiotics was con- 
cerned, any improvement was directly propor- 
tional to the degree of simplicity, ease and 
comfort with which the patient could make use 
of the drug. Thus it was easiest of all to chew a 
piece of gum, but less so to apply a cream’. 


Fluorohydrocortisone and Hydro- 


cortisone Ointment in Dermatology 
IN a comparison of the effects of fluorohydro- 
cortisone and hydrocortisone ointments, Ber- 
nard Portnoy (British Journal of Dermatology, 
September 1956, 68, 303) found that fluoro- 
hydrocortisone was ‘at least ten times as effec- 
tive therapeutically as hydrocortisone when 
applied topically in certain dermatoses’. In con- 
trolled experiments in 129 patients with der- 
matological disorders in which ‘an inflammatory 
component was present’ the results with 0.1% 
fluorohydrocortisone ointment were ‘at least as 
good’ as with 1% hydrocortisone ointment. The 
chief value of both substances was in the relief 
of irritation and subsequent reduction in 
trauma. In the 72 cases of pruritus ani and 
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pruritus vulve, all of which could be classified 
as moderate or severe, the duration of symptoms 
varied from 15 years (5) to less than one year (9) 
and more than half had had x-ray therapy. 
Relief of irritation in this group was ‘dramatic’ 
in 57% of those treated with the 0.1% fluoro- 
hydrocortisone ointment and in 44% of those 
treated with the hydrocortisone ointment. In 
most of those cases in which there was marked 
improvement the cessation of treatment, or sub- 
stitution of a control base, resulted in recurrence 
of irritation within twenty-four hours, which 
was promptly relieved when treatment was 
resumed. The patients with infantile eczema 
(36), contact dermatitis (12) and flexural prurigo 
(9) had lesions on both sides of the body, so 
that a paired comparison could be made. Relief 
with the fluorohydrocortisone ointment in this 
group was ‘much better’ than with the hydro- 
cortisone ointment in 5 cases, ‘slightly better’ in 
10 and ‘equally effective’ in 21. No cutaneous 
or systemic reactions were noted in any of the 
patients treated with these substances. The 
author concludes that ‘the difference in action 
between the two compounds appears to be 
quantitative and not qualitative’. 


‘Dichlorophen’ in Tapeworm 
Infestation 

SATISFACTORY results are reported by F. C. 
Jackson (South African Medical Journal, Sep- 
tember 8, 30, 853) from the use of ‘dichlorophen’ 
(2:2’-dihydroxy-s :5’-dichlorodiphenylmethane) 
in the treatment of tapeworm infestation. The 
dosage used was 0.5 g. per 16 lb. (7.3 kg.) body 
weight, given in a single dose without pre- 
paratory starvation or purgation. Of 78 Native 
volunteers in a municipal compound, to whom 
the drug was given, 23 voided tapeworms. 
Although the previous presence of tapeworms 
was not established in any of these volunteers, 
it was known that tapeworm infestation was 
widespread in this compound, and the results 
obtained in this trial are considered satisfactory. 
None of those treated had reported a recurrence 
of tapeworms five months after treatment. It is 
noted that the improvement in the general 
health of some of those who voided tapeworms 
was ‘striking’. No serious side-effects were 
encountered. Apart from transient abdominal 
discomfort, the only side-effect noted was an 
urticarial eruption in three subjects, which faded 
without treatment within twenty-four hours. 


Corticotrophin in Measles 


Encephalitis 

PROMISING results from the use of corticotrophin 
in the treatment of measles encephalitis are 
reported by E. Appelbaum and C. Abler 
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(American Fournal of Diseases of Children, 
August 1956, 92, 147). Their conclusions are 
based upon the results in a series of 17 con- 
secutive cases, aged 1} to 10} years, 14 of whom 
had convulsions, and 10 of whom were in coma. 
Corticotrophin was given intravenously or intra- 
muscularly, the initial treatment being usually 
intravenous. The daily dose ranged from 5 to 
80 mg., 25 mg. being the most commonly used 
dose. The duration of treatment ranged from 
one to fourteen days, and the total amount given 
to any one patient was 100 to 320 mg. in most 
instances. In all but six cases, treatment was 
instituted on the first day. ‘Additional treatment 
was of a palliative nature, except for the use of 
antibiotics in several instances for prophylactic 
purposes’. In 11 cases improvement was noted 
within one to four days of instituting treatment; 
in the remaining six cases it occurred within six 
to thirteen days. There were no deaths in the 
series, and 14 patients were discharged from 
hospital ‘without any neurologic or other detect- 
able abnormalities’. A follow-up was possible in 
16 cases; in 14 of these the follow-up period 
was longer than one year. This follow-up showed 
that only one child had neurological sequel, 
consisting of mental retardation and impairment 
of speech. The patient who could not be traced 
was one of those who had no sequelz on dis- 
charge from hospital. The authors comment 
“While this series is too small to permit definite 
conclusions, nevertheless the favourable results 
obtained in all but one case suggest that cortico- 
trophin has a beneficent effect in measles 
encephalitis’. 


A New Volatile Anesthetic 

*“FLuoTHANE’, CF,-CHC1Br (2:bromo-2-chloro- 
1:1:1:trifluoroethane), is a new non-explosive 
volatile anzsthetic agent which is stable if stored 
in amber-coloured bottles, does not decompose 
in the presence of warm soda lime, and has a 
pleasant and non-irritant odour in vapour con- 
centrations within the anesthetic range. In a 
detailed report of its use in 500 cases, Michael 
Johnstone (British Journal of Anesthesia, Sep- 
tember 1956, 28, 392) states that ‘smooth and 
rapidly reversible anasthesia was maintained 
in all cases’ by its continuous administration, 
using a Boyle’s vaporizer and a gas flow of 10 
litres a minute with 50% oxygen and nitrous 
oxide. Each patient was premedicated with 
atropine, either alone or combined with pethi- 
dine, and anzsthesia was induced with ‘a sleep 
dose of thiopentone’. In spite of the fact that 
many of the patients had cardiovascular, pul- 
monary, renal or hepatic disease complicating 
the surgical lesion for which operation was being 
performed, ‘the most striking effect’ of ‘fluo- 
thane’ anesthesia was the complete absence of 
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the shock syndrome. In all cases there was also a 
complete absence of salivary, mucous and bron- 
chial secretion throughout the period of anzs- 
thesia, and nausea, vomiting and retching were 
absent in over 90% of cases. No deaths occurred 
under anesthesia. The use of d-tubocurarine 
with controlled respiration is contraindicated 
during ‘fluothane’ anzsthesia because of the 
occurrence of cardiovascular collapse, but this 
did not occur when suxamethonium and con- 
trolled respiration were used. 


Salicylates and Gastric Bleeding 
IN a series of 49 patients with unexplained 
bleeding from the upper gastro-intestinal tract, 
J. J. Kelly (American Journal of Medical 
Sciences, August 1956, 232, 119) found 16 
(32%) who were taking salicylates at the time 
of the hemorrhage. In a comparable control 
group of 100 patients with myocardial infarction, 
only 4% were taking salicylates at the time of 
the infarction. An analysis of the records of 75 
patients admitted to the same hospital during 
a period of a year, with a proven diagnosis of 
bleeding peptic ulcer, showed that 15 (20%) 
were taking salicylates at the time of the hamor- 
rhage. In all the patients with unexplained 
bleeding from the upper gastro-intestinal tract 
who were taking salicylates at the time, the 
clinical picture was the same. The bleeding was 
painless, there was free acid in the fasting 
stomach, and there was no radiological evidence 
of an ulcer. Hypoprothrombinemia was not the 
cause of the bleeding as the prothrombin time 
was normal in all cases. The other possible 
causes of this salicylate-induced bleeding are: 
local tissue irritation, gastric allergy, increased 
gastric acidity, and an effect on the gastric mucus 
cells. It is noted that the seasonal incidence of 
bleeding from peptic ulcer gives a peak coin- 
ciding with the season of upper respiratory- 
tract infections and minor illnesses such as 
‘flu’. As these conditions are commonly treated 
with aspirin, or some other salicylate-containing 
preparation, the question is raised as to whether 
the seasonal incidence of peptic ulcer may 
possibly be explained by the more frequent use 
of aspirin in the ‘ulcer months’. It is recom- 
mended that ‘all patients with upper gastro- 
intestinal hemorrhage should be questioned 
concerning the use of salicylates or proprietary 
drugs containing salicylates’. “This’, it is 
claimed, ‘may be a life-saving measure’. 


Cardiac Arrest 

Or the 600 anzsthetic deaths that occur in this 
country every year, B. B. Milstein (Annals of 
the Royal College of Surgeons of England, August 
1956, 19, 69) estimates that about 300 are due 
to cardiac arrest. As the mortality from cardiac 
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arrest is about 50%, this means that there are 
500 td 600 cases of cardiac arrest in this country 
every year. There has been little improvement 
in the mortality from cardiac arrest during the 
last fifty years. According to Milstein, on the 
basis of experience gained in over 50 cases of 
cardiac arrest at the Brompton Hospital, ‘if 
during the course of an operation, investigation, 
or injection under local or general anzsthesia 
the carotid pulse disappears, the diagnosis of 
cardiac arrest must be made by immediate 
thoracotomy, and cardiac massage must be 
started’. Pulmonary ventilation must also be 
started immediately under pressure. Intubation 
is not essential, as it is quite possible to maintain 
satisfactory inflation with oxygen with the aid 
of a face-piece only. Once cardiac massage and 
pulmonary ventilation have been instituted, 
‘there is no further need for hurry and expert 
assistance can be sent for’. To increase coronary 
blood flow the operating table should be tilted 
head-down. 

Before any other method of treatment is used, 
massage should be continued for a sufficient 
length of time to allow of the whole myocardium 
becoming well oxygenated. If cardiac asystole 
persists in spite of efficient cardiac massage, 
5 to 10 ml. of a 1% solution of calcium chloride 
should be injected. If this fails, 5 to 10 ml. of 
1: 10,000 adrenaline is injected. Procaine 
hydrochloride, 50 to 200 mg., may also be used, 
but this was found effective in only nine of the 23 
episodes of ventricular fibrillation at the 
Brompton Hospital. The treatment of choice 
for ventricular fibrillation which does not 
respond to cardiac massage alone is ventricular 
defibrillation. 


Funnel Chest 


FuNNeL chest, or pectus excavatum, is now 
accepted to be a congenital deformity. On the 
basis of their experience of 50 cases operated 
upon, F. W. Wachtel et al. (American Heart 
Journal, July 1956, §2, 121) consider that opera- 
tion is indicated in (i) infants with marked 
deformity ; (ii) infants with observed progression 
of the deformity ; (iii) children and young adults 
with ‘marked deformity;. (iv) adults who are 
symptomatic. Their series consisted of 43 chil- 
dren, the youngest three months of age, and 
seven adults, the oldest 38 years of age. Except 
for the second patient operated on, who died of 
‘immediate and overwhelming wound infection’, 
the results, ‘in terms of thoracic reconstruction, 
improvement in general well-being, appetite, 
weight gain, and exercise tolerance’ are described 
as ‘uniformly satisfactory’. Details are given of 
the last 11 patients operated upon. These 
patients were referred because of the cosmetic 
appearance of the chest, suspicious murmurs, or 
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‘cardiac symptomatology’. In none of them was 
there any complicating rheumatic or congenital 
heart disease. Only one patient had gastro- 
intestinal symptoms: regular regurgitation of a 
small amount of food fifteen to twenty minutes 
after meals. Four complained of dyspnea on 
exertion, and one of palpitations. The two oldest 
patients (aged 16 and 27) noted a definite decline 
in exercise tolerance and were no longer able to 
Participate in games as they had been able to 
do at one time. None of the patients complained 
of pain in the chest, cough, or paroxysmal 
dyspneea. 


Splenic Puncture 

AN evaluation of splenic puncture as a diag- 
nostic measure in hematology is reported by 
J. W. Shields and M. N. Hargraves (Proceedings 
of the Staff Meetings of the Mayo Clinic, August 
28, 1956, 31, 440), based upon the findings in a 
series of 60 patients with clinically enlarged 
spleens. This procedure was diagnostic in 15% 
of cases, ‘confirmatory or helpful’ in 33%, ‘con- 
tributed no diagnostic confirmation’ in 35%, 
‘added confusion’ in 11.7%, and was ‘definitely 
misleading’ in 5%. In all the cases in this series 
‘a reasonable doubt existed as to diagnosis’. 
Among the reasons why splenic puncture failed 
to clarify the diagnosis was the fact that in 
11.7% of the cases the quantity of material 
aspirated was insufficient, or too hemodiluted, 
to permit accurate interpretation. In two cases 
‘splenic’ puncture revealed that the mass in the 
left hypochondrium was not spleen: one patient 
had lymphosarcoma of the mesentery of the 
small intestine, and the other had adrenal 
carcinoma. In both these cases the puncture was 
diagnostic. The majority of cases in which 
splenic puncture was diagnostic or helpful fell 
into two groups: (i) cases of rather rare malig- 
nant lesions of the hemopoietic system, such as 
multiple myeloma, reticulum-cell sarcoma, and 
subleukzmic reticuloendotheliosis; (ii) cases of 
hemopoietic disorders associated with myeloid 
metaplasia in the spleen. ‘For practical purpose’, 
however, ‘splenic puncture proved most helpful 
when a paucity of other material was available 
for laboratory study’. 


lodide ‘Mumps’ 

Two cases of swelling of the parotid and sub- 
maxillary glands as a sequel to intravenous 
urography with organic iodide preparations are 
reported by R. M. Sussman and J. Miller (New 
England Journal of Medicine, August 30, 1956, 
255, 433). One was a male, aged 68 years, who 
had ‘an obvious swelling of the right and enlarge- 
ment of the left parotid gland’. Two days 
previously he had undergone intravenous uro- 
graphy. The swellings disappeared within six 


THE PRACTITIONER 


days. The second patient was a male, aged 62 
years, who developed swellings of both sub- 
maxillary glands (‘to the size of small plums’) 
two days after intravenous urography. In his 
case also the swellings disappeared within six 
days. Although swelling of the salivary glands 
is an infrequent manifestation of iodism, the 
authors recommend that ‘the history of recent 
exposure to organic iodides during contrast 
visualization should be a consideration in the 
differential diagnosis of parotid or submaxillary 
adenitis im adults’. 


Cervical Rib 

IN a mass miniature radiography survey of 
67,716 individuals in South Africa, L. W. 
Osburn (South African Medical Journal, July 
28, 1956, 30, 710) found 325 cases of cervical 
rib, giving an incidence of 0.48%. In 52.3% of 
cases the rib was unilateral. A cervical rib was 
more common on the right side than the left: 
102 compared with 68. Bilateral cervical ribs 
were usually unequal in length. Of the 155 
cases of bilateral rib, only 42 were equal in 
length. The right was larger than the left in 74 
cases, and the left was larger than the right in 
39 cases. Among Europeans cervical rib was 
more common among females (0.47%) than 
among males (0.26%). The reverse held true 
for natives: 0.61% in males and 0.13% in 
females. 


Alcoholic Consumption and 
Physique 

Fat people have a special taste for alcohol before 
alcohol could have time to cause obesity, accord- 
ing to R. W. Parnell (International Journal on 
Alcohol and Alcoholism, December 1955, 1, 127). 
This conclusion is based upon the finding of a 
significant relationship between alcohol con- 
sumption and body build in three groups of 
subjects: Oxford undergraduates, mental 
patients, and delinquents. In the group of 265 
male Oxford students, whose average age 
approximated 22 years, 25% of endomorphs 
(fat) took alcohol regularly, compared with less 
than 5% of linear ectomorphs (thin). Domin- 
antly muscular men (mesomorphs) occupied an 
intermediate position. It is pointed out that at 
this age young men’s habits are barely estab- 
lished, but ‘it is reasonably certain that alcohol 
consumption will not already have altered their 
physique to any material extent’. A similar 
trend was found among a group of 92 male 
patients in the Warneford Mental Hospital, and 
in a group of 200 delinquent young men. In this 
last group the general level of heavy consump- 
tion of alcohol was substantially higher than 
among the student and the mental patients, 
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Breads, White and Brown. By R. A. 
McCance, C.B.E., M.D., F.R.C.P., F.R.S., 
and E. M. Wippowson, D.sSc., Pa.D. 
London: Pitman Medical Publishing 
Co. Ltd., 1956. Pp. xi and 174. Plates 3. 
Price 30s. 

Tuis little book is outstanding in many ways. 
It deals with a subject of great historical and 
scientific interest. It is based on personal experi- 
ment and on the study of more than seven 
hundred works covering a period of three 
thousand years, yet it is written in an easy and 
attractive style. Further, it is an unusual example 
of true scientific reasoning: the presentation of 
facts, and the drawing from them of such 
conclusions as the facts will support, and 
no more. 

Two groups of people come out badly, the 
millers and the .scientists. The miller is the 
traditional villain, trounced by writers from 
Chaucer—‘wel coude he stelen corn, and tollen 
thryes’—to the modern scientist—‘the primary 
assumption of the millers is that they know 
more than does nature concerning the needs of 
the human animal. Their object, of course, is 
not to promote the welfare of the public, but 
to enrich their own pocket-books’. To the lay 
reader of this book, the scientists come out even 
worse than the millers. They are ready to 
devise experiments and to advance arguments 
in favour of brown bread or white, according to 
whether they are supporting the millers, the 
politicians, or the emotionalists. 

The millers like white flour because it 
suggests purity and appeals to the housewife; 
because it keeps, while wholemeal deteriorates; 
because it leaves a large amount of residue that 
can be sold at high prices. Farmers like white 
flour because the offal removed by sieving is 
their most valued feeding-stuff. The public like 
white flour because in classical times it was the 
food of the rich, and the favoured guest; and 
throughout the Middle Ages it was a sign of 
wealth and of social standing. At the industrial 
revolution, white flour became the index of an 
improved standard of living, one that the 
working classes have since refused to surrender 
whatever hardship they might be prepared to 
endure in other ways. The present century has 
seen the return of wholemeal flour and brown 
bread to limited favour. High extraction has 
been supported by politicians as a means of 
combating food shortages in time of war, by 
the intelligentsia as a form of inverted snobbery, 
and by doctors and scientists anxious to jump 
on the band-wagon of the moment. 

Professor McCance and Dr. Widdowson had 


the opportunity to observe the effects of feeding 
flour of different types to groups of under- 
nourished schoolchildren in Germany under 
conditions of strict observation. The answer to 
their experiments, as to many experiments if 
they are recorded truthfully, was ‘So what?’ 
‘Unenriched white flour is likely to be as 
valuable a part of the diets currently used in 
Europe and America as an enriched white 
flour, an 85 per cent. or a hundred per cent. 
wheaten meal’. 

For their candour, and for the historical 
research that they have presented so attrac- 
tively, we thank them. 


Pott’s Paraplegia. By D. Li. Grirrrrus, 
M.B.E., M.B., CH.B., F.R.C.S., H. J. 
SEDDON, C.M.G., D.M., F.R.C.S., and R. 
Roar, M.Cx.Orts., F.R.C.S. Oxford Uni- 
versity Press; London: Cumberlege, 
1956. Pp. xiv and 129. Illustrated. 
Price 50s. 

Tus timely monograph is the work of three 
authors who together have a unique experience 
of this difficult problem. They have reviewed in 
detail the clinical features and pathology of 
Pott’s paraplegia and have confirmed the observa- 
tions of Ménard and the Sorrels, that the only 
important cause of paraplegia of early onset is 
compression of the anterior part of the cord by a 
tuberculous abscess or granuloma, and of para- 
plegia of late onset a bony ridge. The most 
valuable part of the monograph is the clear 
statement of the indications for conservative and 
operative treatment, based on a critical analysis 
of over two hundred cases. They advise early 
operative intervention if the paralysis persists 
in spite of adequate conservative treatment, 
and regard it as urgent if the paraplegia is 
profound or of rapid onset. In the thoracic 
spine, which is the commonest site, they favour 
antero-lateral decompression by the technique 
of Dott and Alexander. The operation is 
described in detail and illustrated by excellent 
diagrams. They stress its dangers, and show 
how their own results have improved with 
better selection of patients, and improved 
operative technique. 

The monograph should be read by all 
surgeons treating tuberculosis of the spine, for 
even if the operation is outwith their resources, 
as it will be of many, it will enable them to 
choose the proper time for the transfer of their 
patients to those centres which are equipped 
to deal with the problem. The book is well 
produced and lavishly illustrated, which no 
doubt explains its comparatively high cost. The 
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reproductions of some of the skiagrams are 
poor but tracings are provided, where necessary, 
to assist their interpretation. This apart, the 
reviewer has nothing but praise for a mono- 
graph which is a worthy successor to the sur- 
gical classic of Percival Pott. 


Alcoholism. By Lincotn WILLIAMS, 
M.R.C.S., L.R.C.P. Edinburgh: E. & S. 
Livingstone Ltd., 1956. Pp. x and 62. 
Price 8s. 6d. 

THE tragedy of the alcoholic is that the general 
practitioner knows so littie about the subject. 
Practically all the medical student sees of 
alcoholism is the handling of ‘drunks’ in the 
casualty department—usually on a Saturday 
night, and he will hear occasional references to 
delirium tremens and Korsakoff’s psychosis. 
In other words, it is only the acute manifesta- 
tions of the disease of which he knows anything. 
Of the early stages of the disease, and its more 
chronic manifestations, he knows nothing. The 
result is that when he into general 
practice he is completely lost when a patient 
seeks his advice on how he can be cured of his 
craving for alcohol—or at least be told how to 
keep his craving under control. 

No-one is more aware of this gap in his 
knowledge than the general practitioner himself. 
Dr. Lincoln Williams’ little book not only fills 
this gap—but fills it in a most admirable manner. 
It is ‘a manual for students and practitioners’ 
and concentrates upon the essential features of 
etiology, diagnosis and treatment. There is 
no better book on the subject for the student 
and general practitioner, and it is one of the few 
books of which it can be said without exaggera- 
tion that it is essential reading for the man in 
practice. With this book by his side he will be 
able to give the alcoholic that sound advice 
which at the moment the unfortunate victim of 
this distressing disease only finds after many 
weary months of peregrination from one doctor 
to another. 


enters 


Tuberculosis in Obstetrics and Gynecology. 


By GerorGE SCHAEFER, M.D., F.A.C.S., 
F.1.c.s. Boston, Massachusetts: Little, 


Brown & Co.; London: J. & A. Churchill 

Ltd., 1956. Pp. xvi and 307. Figures 54. 

Price 63s. 
A BOOK on this subject has become essential. 
The vast number of references given is alone 
sufficient indication of the widespread interest 
in the subject, particularly following the 
advent of effective chemotherapy. An attempt 
to cover the subject in a single volume is an 
ambitious project; Dr. Schaefer has the quali- 
fications and the experience for the task. Are we 
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to regard this book as a success? The answer is 
definitely in the affirmative. Every consultant 
obstetrician and gynecologist needs it as a 
reference book. It should be in all medical 
libraries and it will prove valuable to anyone 
reading for a higher qualification in obstetrics 
and gynecology. 

The general practitioner will find much to 
interest him, more especially in the part devoted 
to tuberculosis in obstetrics. It will enable him 
to play his important part in the management of 
this widespread disease. Most of the subject 
matter is clear and to the point. The reviewer 
finds long case histories make dull reading and 
finds himself almost being persuaded that 
pregnancy confers benefit on the tuberculous 
patient and that therapeutic abortion is never 
indicated. The latter he finds unacceptable and 
suggests that a more realistic attitude would 
result from wider experience of this problem in 
terms of the economic difficulties that beset the 
tuberculous patient bringing up a family. 


Management of Life-Threatening Polio- 
myelitis: Copenhagen 1952-1956. Epirep 
BY H. C. A. Lassen, M.D. Edinburgh: 
E. & S. Livingstone Ltd., 1956. Pp. xi 
and 179. Figures 55. Price 22s. 6d. 

POLIOMYELITIS in the acute stage may threaten 
life. Cruel necessity compelled the Danes to use 
positive pressure applied by the tracheotomy 
route. It also induced the team spirit at its 
best. Physician, epidemiologist, physiologist, 
anesthetist, laryngologist, physiotherapist, 
neuropathologist, all contributed; it is difficult 
to single out one group for special mention, but 
suffice it to say that the treatment was possible 
by the application of modern anesthetic 
methods. 

Readers of this book might get the impression 
that tank respirators are outmoded. It must be 
remembered that in the Copenhagen epidemic, 
the proportion of cases of polioencephalitis, 
pharyngeal paralysis, cerebralia and other 
paralyses in patients, who already had bulbar 
lesions, was exceptionally high. So far in 
England, diaphragmatic paralysis treatable in 
tank respirators has been fairly common in 
epidemics. Our recent improvements to these 
machines can be traced to Copenhagen, where, 
in 1951, the International Conference on Polio- 
myelitis was held. It was from this exhibition of 
models that the determination sprang to improve 
our own so that now we have tank respirators 
capable of various speeds, of tilting, of being 
heated or cooled and of preventing contractions, 
at a much cheaper price than that mentioned 
in the text, and further, our old ‘iron lungs’, 
to which the author adds the adjectives 
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‘notorious’ and ‘dreadful’, have been 
verted into equally efficient respirators. Our 
positive-pressure machines are equally satis- 
factory and these owe their origin to the Copen- 
hagen experience of 1952. 

In 1807, at the Battle of Copenhagen, Nelson 
said ‘I really do not see the signal’. The Danes 
today have pointed out to us all the important 
danger signals and we shall indeed be blind if 
we neglect them. 


con- 


New Pathways in Cellular Pathology. By 
GorDON Roy CAMERON, M.B., D.Sc. 
(Melb.), F.R.c.P., F.R.s. London: Edward 
Arnold (Publishers) Ltd., 1956. Pp. vii 
and go. Figures 42. Price 16s. 

No doubt Professor Cameron named this brief 
monograph with deliberate intent to echo the 
title of Rudolf Virchow’s great book, ‘Cellular 
Pathology’, published almost 100 years ago—the 
book which ushered in the modern age of patho- 
logy. Virchow’s prime merit was that he showed 
that rational pathology must be based on the 
newly gained knowledge of the histologists. 
In the same tradition this monograph shows 
how the pathologist of today may, or rather 
must, base his concept of disease on the new 
advances of the cytologist and the cytological 
biochemist. Much of this monograph deals with 
the intimate anatomy and biochemistry of the 
normal cell; it is no attempt at a comprehensive 
review, but describes some of the modern ad- 
vances which seem especially relevant to the 
investigation of the cell in disease. The patho- 
logical yield from this new cytology is now be- 
ginning to be harvested. Some active harvesting 
is going on in Professor Cameron’s own depart- 
ment—for instance the study of disturbances 
of mitochondrial structure and function in 
poisoned liver cells. 

Not merely the professional pathologist, but 
everyone who wishes to think with any depth 
about the nature of disease will find this lucid 
little book exciting reading. 


Changing Concepts of Psychoanalytic Medi- 
cine. EpIreD BY SANDOR RADO, M.D., 
and Georce E. DANIELS, M.D. New York 
and London: Grune and Stratton Inc., 
1956. Pp. viii and 248. Price $6.75. 

In 1944 Columbia University established a 

Psychoanalytic Clinic for training and research 

as part of the Department of Psychiatry of the 

Medical School. This book consists of the 

papers read at a decennial celebration, and gives 

a picture of the kind of service the clinic has 

provided, both for patients and students. Inte- 

gration within the wider field of medicine and 
psychiatry has always been one of the objects 
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of psychoanalysis; here at last was a University 
prepared to take the plunge. The results are 
interesting. Here is prestnted a broad spectrum 
of psychiatric activity—ranging from neuro- 
endocrinology, to brain physiology. Classical 
psychoanalytical theory has undergone import- 
ant modifications, and at last we are being pre- 
sented with some figures. Dr. Rado, the 
director of the Clinic (incidentally the first 
director of a psychoanalytic school in the 
medical department of a university) has a 
particularly interesting contribution. He empha- 
sizes the importance of the immediate situation, 
of the patients’ continual attempts at adaptation. 
Instead of being endlessly preoccupied with the 
past, the patient is encouraged to deal with his 
modus vivendi, and to learn how to achieve 
emotional satisfaction within his particular life 
situation. It is not surprising therefore that 
there should be a particular concern with family 
relationships and other social groups. The 
individual cannot exist in a vacuum, and there 
is much to be said for this shift of emphasis 
from the individual to a social system. This is 
all very heterodox, but the fundamental per- 
sonal analysis is regarded with the same rever- 
ence as in more orthodox psychoanalytical 
circles. The general practitioner interested 
in psychiatry will find this an interesting book. 


Clinical Psychology. By Ricuarp W. 
WALLEN, Px.D. New York and London: 
McGraw-Hill Book Co. Inc., 1956. Pp. 
xiii and 388. Figures 7. Price 45s. 

Tuts book aims at indicating the information to 
be sought for in interviewing patients about 
whose history the more private or psychological 
details are thought to be necessary. It includes 
hints for interviewing candidates for jobs. It 
outlines some aspects of the Rorschach and 
thematic apperception tests. 

Family doctors will find in its pages a good 
many hints regarding history-taking of a more 
personal kind than they will have learnt in the 
general wards. Because so few British books 
enlarge on these details this volume could be 
read as a means of surveying some of these prob- 
lems. But there is much that should be pruned, 
and the assumption that intimate history-taking 
should be used with patients (herein called 
clients) and factory employees as well, is one 
which will not readily commend itself. It is a 
book to din into rather than study thoroughly. 


NEW BDITIONS 
Infant Feeding, by Alan Moncrieff, C.B.E., 
M.D., F.R.C.P., second edition (Edward 
Arnold (Publishers) Ltd., 2s.).—A new edition 
of Professor Moncrieff’s well-known booklet 
will be welcome as it is now sixteen years since 
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the first edition appeared. The author points 
out in his preface that the main change in out- 
look during this interval has been towards the 
general simplification of method with relaxation 
of rigid rules, and these changes have been 
incorporated in the new text. The chapter on 
the feeding of premature babies seems to have 
suffered most by the passage of time. It is sad 
to read that pipette and ‘Breck’ feeding is still 
recommended for those infants who are unable 
to suck as this method has been largely aban- 
doned in Premature Baby Units owing to the 
risk of inhalation pneumonia. As a student’s 
introduction to the subject of infant feeding 
this booklet will continue to be of considerable 
value. 


Disease in Infancy and Childhood, by Richard 
W. B. Ellis, 0.8.8., M.D., F.R.c.P., second edition 
(E. & S. Livingstone Ltd., s5o0s.).—Those who 
appreciated the first edition of this work will 
find little fault with the second edition for it 
follows, almost page for page, its predecessor. 
There are 33 extra illustrations and many of 
these, particularly of skin conditions, are 
beautifully reproduced in colour. Throughout 
the book new sentences or paragraphs have 
been substituted or added to bring the work 
up to date; the same applies to some of the 
tables and to the references. Cerebral palsy 
has been transferred to ‘Miscellaneous Dis- 
orders’ and the congenital heart lesions have 
been re-classified. There is an additional section 
on the nephrotic syndrome and the treatment 
of nephritis has been dealt with in greater 
detail. Pink disease is still considered as a 
nutritional disorder and there is no reference 
to the influence of teething powders on the 
occurrence of this disease or to the fact that 
since calomel has been removed from most of 
the powders the condition has virtually dis- 
appeared. It is to be regretted that intrathecal 
treatment is still advocated for meningitis; 
perhaps in the next edition recommendation 
of this form of therapy will be discontinued. 
Von Jaksch’s anzemia could also be removed 
with advantage. 

Apart from these criticisms the book is 
thoroughly to be recommended; it forms an 
excellent complement to the author’s ‘Child 
Health and Development’. 


A Textbook of Gynecology, by James Young, 
D.S.0., M.D., F.R.C.O.G., F.R.C.S.Ep., and J. C. 
McClure Browne, F.R#.0.G., F.R.C.S.ED., in 
its tenth edition. (A. & C. Black, 45s.), is 
different from the previous edition in that the 
chapters on “Tuberculosis of the female genital 
tract’ and on ‘Inflammation of the vulva and 
vagina’ have been rewritten, and there are two 
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new chapters on ‘Bilharziasis of the female 
genital tract,’ and on ‘Syphilis, extragenital 
syphilis, granuloma inguinale and lympho- 
pathia venereum’. The book is full of informa- 
tion and contains some beautiful illustrations, 
but it is disappointing for a number of reasons. 
Although it is stated that it is ‘primarily in- 
tended for medical students and general prac- 
titioners, and not for the specialist’, there is 
much in it that belongs to postgraduate teach- 
ing, as for example the amount of space that is 
given to inversion of the uterus. The style of 
the book is at times heavy and repetitive and 
not always pleasing, and there are sections that 
may appear to readers as old-fashioned. To 
state that vaginal examinations in virgins ‘should 
only be conducted under anesthesia’ is an 
extreme view that few will accept these days. 
‘Examination of the bladder by means of a 
sound ...’, and ‘examination of the interior 
of the bladder may be carried out in the female 
by means of direct inspection by vesical specula’ 
makes strange reading in these days of the 
cystoscope. 

For all its faults, this book may have quite a 
useful place, especially for those visiting this 
country and wishing to learn something of 
British gynzxcology. 


Physical Diagnosis, by Ralph H. Major, M.p., 
and Mahlon H. Delp, .v., fifth edition ( W. B. 


.Saunders Co., 49s.).—The difference between 


this well-known book and others which are con- 
cerned with physical diagnosis is the emphasis 
that is laid on original descriptions of diseases 
and of their signs. This introduces the student 
at the very beginning of his clinical training to 
the pleasures of the medical historian, and at 
the same time impresses on him the importance 
of accuracy in applying proper names to various 
conditions, if indeed they should be used at all. 
The illustrations, some of which are reproduc- 
tions of those used in the original description, 
are for the most part of excellent quality and 
well selected, but it is curious that hxma- 
chromatosis is illustrated by a picture of a female 
when it is so much rarer in women than in men. 
This edition is notable, as Professor Delp 
becomes for the first time joint author with 
Professor Major, and in it will be found much 
which is pleasing to the connoisseur of physical 
signs, as well as instructive to the student at 
all stages. 





The contents of the December issue, which will contain 
a symposium on ‘Infections of the Ear, Nose and Throat’, 
will be found on page cxvi at the end of the advertise- 
ment section. 





Notes and Preparations, see page 657. 
Fifty Years Ago, see page 661. 
Motoring Notes, see page xxix. 
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READY NOVEMBER 1956 Price : £2-2-0 


AN ATLAS OF 


Diseases of the Eye 


Compiled by 
E. S. PERKINS, M.B., F.R.C.S. 
and 
PETER HANSELL, M.R.C.S., F.R.P.S. 
With a foreword by 


SIR STEWART DUKE-ELDER 
K.C.V.O., M.A., Ph. D., M.D., F.R.C.S 


This superb ATLAS OF DISEASES OF THE EYE contains 
over 150 coloured illustrations of eye conditions. Three 
sections are devoted to external conditions of the eye and 
two sections to those of the fundus oculi. 

The general production is of the highest quality, and this 
work will set a new standard of medical illustration which 
will be hard to surpass. 

For teaching purposes and for students the Atlas will be 
invaluable, as the text, which faces each condition illustrated, 
concisely describes and explains the principal points. 

For the general practitioner it will be a practical guide 
to the recognition of eye conditions which are met with 
in daily practice. 

For the optician it will provide graphic evidence of con- 
ditions with which he should be acquainted. 


Size 10 x 8 inches. 100 pages, 





J. and A. Churchill Limited, 104 Gloucester Place, London, W.1. 
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-% OPENING A NEW AND 
QUICKER RELIEF By 
FOR SKIN DISORDERS 

/ “e; 


The effectiveness of -— 


Hydro-Adreson Ointment 


is due to 






* the hydrocortisone being included in 


* the Neutral Base, thus any skin irritation due 
to acidity or alkalinity is avoided. 


* The Smooth and Pliable Consistency which 
allows adequate coverage without additional 
injury from friction to already damaged tissue. 


This special bland base is free from excessive 


greasiness. 
The Hydrocortisone it contains is now the acknowledged Hydro-Adreson (hydro- 
treatment of choice in many skin disorders. cortisone free alcohol 
Hydro-Adreson effectively reduces hyperaemia and oedema, ointment is supplied in 
relieves pain, and dries up exudat:ve areas. By rapidly tubes of 5gm. or | 5gm. in 
relieving irritation the ointment reduces the risk of two concentrations of 
further damage and infection from scratching and speeds 1% (10 mg. per gm.) or 
the healing of lesions. 25%, (25 mg. per gm.). 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone : TEMple Bar 6785/6/7, 0251/2. 
Telegrams : Menformon, Rand, London. 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘Bu.topyt’ tablets each contain 0.5 g. of pheno- 
butiodil, a new oral cholecystographic medium. 
The interval between ingestion and maximum 
gall-bladder concentration is twelve hours. 
These tablets are said to secure ‘excellent 
visualization’ of the gall-bladder when there is 
no gross dysfunction, ‘together with visualization 
in most cases of part, or occasionally of the whole, 
of the biliary tree’. Side-effects are said to be 
mild and infrequent. Supplied in tubes of 6 
tablets. (Pharmaceutical Specialities (May & 
Baker) Ltd., Dagenham, Essex.) 


“BROLENE’ eye ointment contains 0.15% di- 
bromopropamidine isethionate in a base of wool 
fat (10%) and soft yellow paraffin (90%), and 
is intended for the treatment of ‘acute and 
chronic conjunctivitis and corneal ulceration 
caused by a variety of organisms, and for the 
prevention and treatment of infection in super- 
ficial traumatic eye lesions’. Supplied in 5-g. 
applicator tubes. (Pharmaceutical Specialities 
(May & Baker) Ltd., Dagenham, Essex.) 


*‘Distaquaine’ V Sucpnua tablets each contain 
60 mg. of phenoxymethylpenicillin (penicillin 
V), 0.3 g. of sulphadimidine and 0.14 g. of 
sulphamerazine. They are ‘effective against a 
wide range of organisms and may be used with 
advantage in cases of pneumonia, streptococcal 
throat infections, otitis media, urinary tract in- 
fections, urethritis and cholecystitis’. Available 
in bottles of 30 and 200 tablets. (Distillers Co. 
(Biochemicals) Ltd., Speke, Liverpool, 19.) 


‘Fypa’ and ‘Fypaex’ tablets are intended for 
the prophylaxis and relief of bronchospasm in 
asthma and bronchitis and are said to provide 
‘instantaneous relief followed by prolonged 
duration of action’. ‘Fydal’ tablets contain 32 
mg. of ephedrine hydrochloride B.P., 64 mg. of 
theophylline B.P., 10 mg. of isoprenaline sul- 
phate B.P., and 48 mg. of butobarbitone 
B.P.C., and are intended for use at night. 
*Fydalex’ tablets have the same formula except 
that the butobarbitone is replaced by 96 mg. of 
carbromal B.P.C. They are intended for use 
during the day and are said to be suitable for 
children. Both products are constructed ‘in 
such a manner that the key medicaments are 
released at appropriate intervals, from indi- 
vidual tablet-layers’. Issued in foil-packs of 10 
tablets. (Boots Pure Drug Co. Ltd., Station 
Street, Nottingham.) 


‘Pen-V-Sutpna’ tablets each contain 125 mg. 
of phenoxymethyipenicillin (penicillin V), 167 


mg. of sulphadiazine, 167 mg. of sulpha- 
merazine and 167 mg. of sulphadimidine. 
Available in bottles of 20, 100, 500 and 1000. 
(Eli Lilly & Co. Ltd., Basingstoke, Hants.) 


‘Syt’ cream contains dimethylpolysiloxane, 
4.25%; hexylresorcinol B.P.C., 0.2%; and 
carbamide B.P., 2.5%, in a water-miscible base, 
and is said to be ‘particularly useful in the pre- 
vention of chapping of the hands, napkin rash 
and industrial dermatitis’. Supplied in tubes of 
28.5 g. (Lloyd-Hamol Ltd., 11 Waterloo Place, 
London, S.W.1.) 


PHARMACEUTICAL NOTES 

Tue . Distitrers Co. (Biocnemicats) Lp. 
announce that their preparation ‘distaquaine V’ 
is now available as an elixir, each dose of which 
contains 30 mg. of phenoxymethylpenicillin. 
Supplied in bottles of 2 fluid ounces (57 ml.) 
containing sufficient for 30 doses, together with 
plastic spoon for correct dosage. (Speke, 
Liverpool, 19.) 


Ext Litty & Co. Lrp. announce that ‘pulvules’ 
of penicillin-V Lilly (phenoxymethylpenicillin) 
are now available in two additional strengths: 
62.5 mg. (bottles of 20, 100 and 1000) and 250 
mg. (bottles of 12, 100 and 1000). (Basingstoke, 
Hants.) 


PHARMACEUTICAL Speciatities (May & Baker) 
Lrp. announce the reintroduction of ‘M & B 
dental cones’, each of which contains 30 mg. of 
sulphanilamide and 30 mg. of sulphathiazole. 
They are said to provide ‘powerful and pro- 
longed bacteriostasis’. Supplied in containers 
of 100. (Dagenham, Essex.) 


FILM NEWS 

The Grand Rounds—Acute Abdominal Problems 
(16 mm., sound; running time 60 minutes) is a 
‘completely unrehearsed presentation involving 
noted clinicians and teachers who discuss the 
diagnosis of cases presented to them at Tufts 
University School of Medicine and the New 
England Medical Center, with the cooperation 
of the Boston City Hospital’. Available on 
loan, free of charge, for showing to medical and 
pharmaceutical audiences. (Upjohn of England 
Ltd., 4 Aldford Street, Park Lane, London, 
W.1.) 


LONDON MEDICAL EXHIBITION 
Tue London Medical Exhibition will be held 
in the New Hall of the Royal Horticultural 
Society, London, S.W.1, from November 12 
to 16 inclusive. Those members of the pro- 
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fession who have not received invitation tickets 
by November 3 may obtain them on appli- 
cation to the Secretary, London Medical Ex- 
hibition, 194-200 Bishopsgate, London, E.C.2. 


CHRISTMAS GIFTS FUND APPEAL 
Lorp WesB-JOHNSON, President of the Royal 
Medical Benevolent Fund, writes: ‘I shall be 
very grateful if you will spare room for me to 
remind your readers that Christmas will be 
coming round again soon, and to ask them to 
give a kind thought and a generous gift to the 
beneficiaries of the Royal Medical Benevolent 
Fund. To those of our colleagues who have 
fallen by the wayside, and to the widows and 
children of those who have passed away, a 
little cheer at Christmas time means much more 
than the gift itself. It is especially heart-warm- 
ing for them to be remembered by members of 
the profession who are in a position to help 
them’. Contributions, marked ‘Christmas Gifts’ 
should be sent to the Secretary, Royal Medical 
Benevolent Fund, 1 Balliol House, Manor 
Fields, Putney, London, S.W.15. 


NAPT CHRISTMAS SEALS 
Tue 1956 NAPT Christmas seals show children 
playing in various snow scenes and are printed 
in red, green, yellow and white. As usual, each 
seal bears the double-barred Red Cross—the 
international symbol of the fight against tuber- 
culosis. This year, one hundred and sixty-five 
million seals are being issued. Supplies of 
seals, in sheets of 100 for 4s., and Christmas 
cards at 7s. and 4s. a dozen can be obtained 
from the Duchess of Portland, Chairman, 
NAPT, ‘Tavistock House North, London, 
W.C.1. 
MARIE CURIE MEMORIAL 
FOUNDATION 

To raise funds for their work for the welfare of 
those suffering from cancer the Foundation is 
issuing Christmas seals in twelve different 
designs. Supplies of seals, in sheets of 72 for 
ss. (12 free seals with each complete sheet), 
may be obtained from the Secretary, Marie 
Curie Memorial Foundation, Shaw House, 
Sloane Street, London, S.W.1. 


THE NUFFIELD FOUNDATION 
Tue Nuffield Foundation is the most eclectic 
research foundation in this country, if not in the 
world. The subjects dealt with in its 11th 
annual report, which covers the year ended 
March 31, 1956, range from ageing in droso- 
phila to ‘how the octopus learns’, from ‘a 
toadstool flora’ to ‘flight muscles of the bumble 
bee’, from mediaval manuscripts to African 
antiquities. Preference is given to the biological 
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and social sciences, but medical research is not 
neglected. Perhaps the most interesting de- 
velopment in this field is the grant of £20,000 
over a period of five years to the University of 
London for the maintenance of a biomechanical 
unit at the Institute of Orthopedics and King’s 
College. The purpose of this unit is to ‘apply 
the methods of mechanics to the study of forces 
and actions in the living body’. The view is 
expressed that by combining the technique of 
engineering with knowledge of the structure and 
behaviour of the living organisms, a vigorous 
approach can be made to the numerous bio- 
mechanical problems awaiting solution. .. . 
In time, biomechanics may come to bear the 
same relationship to mechanics as biochemistry 
to chemistry’. 


NATIONAL SPASTICS SOCIETY 
THE annual report of the National Spastics 
Society for 1955-56 states that the first four 
national residential centres—three schools and 
one adult centre—are now firmly established. 
By the end of this year it is hoped to open five 
more: at Guiseley, Yorkshire; Holmbrook, 
Cumberland; Welwyn, Hertfordshire; Dares- 
bury, Cheshire; and Croydon, Surrey. A 
further 11 local treatment centres were estab- 
lished, bringing the total up to 24. The number 
of groups of patients affiliated to the society rose 
from 105 to 110. The society’s Christmas seal 
sale brought in over £250,000. 


Q.T. GREAT BRITAIN 

IN 1952, several women who had undergone 
colectomy resulting in a permanent ileostomy 
formed a group in Boston, Mass., to help each 
other in solving their difficulties. They gave the 
group the title ‘Q.T. Boston’, the letters being 
the initials of the wards of the hospital. There are 
now over a dozen such groups in the United 
States, with a membership of several thousand. 
It has now been decided to establish a similar 
organization in this country, with the title 
‘Q.T. Great Britain’. Dr. Cuthbert Dukes, the 
director of the research laboratory, St. Mark’s 
Hospital, City Road, London, E.C.1, has under- 
taken to act as editor of the ‘Newsletter’ which 
the organization is publishing, and full details 
about the organization can be obtained from 
him. 


ST. THOMAS’S HOSPITAL 
One of the many interesting items in the 
annual report of St. Thomas’s Hospital for 
1955-56 is the reference to the hospital’s endow- 
ment income. During the year expenditure 
from this source amounted to £70,250. Of this 
sum, over £23,000 were spent on research, in- 


CONTINUED ON PAGE 659 
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the 
awkward 

question of 
peptic Ulcer.. 


To cure by surgery 

or by drug therapy? A 
very difficult 

decision in these days 
of scarce hospital 

beds. BUSCOPAN, with 
its smooth, decisive 
action, speedily controls 
spasm in cases of gastric 
and peptic ulcer; 
administered together 
with an antacid, may 
eventually bring about 
complete cure. 





MINIMUM SIDE REACTIONS 
Acts safely 

and quickly 

without 





affecting blood 
pressure or 
heart. 


* Registered Trade Mark 


+ the safe spasmolytic 


Manufactured and Distributed in England by Pfizer Ltd., Folkestone, Kent, for 
C. H. Boehringer Sohn, Ingelheim am Rhein. 
Registered proprietors af the Trade Mark. 
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night cough 


SYRUP CALCIDRINE, combines the expectorant 
effect of iodine, the sedative action of Nembutal 
and codeine and the antispasmodic action of 
Nembutal and ephedrine. It can be prescribed 

to great advantage in the treatment of bronchial 
infections with troublesome night cough. 
Symptomatic relief will be obtained in those 
cases of acute and subacute bronchial infections, 
especially where night cough persists. 
Considerable success has been obtained by the 
use of SYRUP CALCIDRINE in the relief of 
spasms in whooping cough. The continued use 
of SYRUP CALCIDRINE is contraindicated in 
certain cases of thyroid disease where the 
physician may wish to avoid the administration 
of an iodine preparation. 


Syrup Calcidrine 


REGO. 


SYRUP CALCIDRINE is supplied in 4 fi. oz. bottles. 
Each fluid ounce contains :-— 


Calcium Iodide, B.P.C., 1934 7 ors. 
Ephedrine Hydrochloride, B.P i or. 
Codeine Sulphate, B.P.C., 1934 | or. 
Nembutal (Pentobarbitone Sodium, B.P.) i or. 
Alcohol, B.P. 28 min, 
Syrup of Tolu, B.P 36 min. 
Syrup of Wild Cherry 115 min, 


DOSE :—Adults, 1 or 2 teaspoonfuls every 2 to 4 hours. 
Infants six months to one year § teaspoonful. 
Children 5 to 12 years § to 1 teaspoonful. 





Oftott ABBOTT LABORATORIES LIMITED - PERIVALE - GREENFORD - MIDDX. 
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cluding travelling fellowships and pilot equip- 
ment, and practically £21,000 on amenities for 
patients and staff. This last item included 
£7000 for the curtaining of beds. It is noted that 
if the cost of ward curtaining and the other non- 
capital items, totalling over £50,000 in the year, 
had had to be paid for out of Exchequer main- 
tenance moneys, the cost of a bed in the hospital 
would have been nearly £1 a week higher. This 
is an interesting commentary on the reliability 
of figures in Government reports on the subject 
of the current cost of the hospital service. That 
the old tradition of voluntary service has not 
altogether died out is shown by the fact that 
during the year the hospital received over 
£23,000 in the form of legacies and donatians. 


FREEZE-DRIED BCG VACCINE 
Giaxo laboratories announce that they have 
begun production of a freeze-dried BCG 
vaccine. No other pharmaceutical company in 
Europe is making this vaccine on a full-produc- 
tion scale. The two major advantages of the 
freeze-dried vaccine are that it can be tested for 
biological efficiency before it is issued for use, 
and that it can be stored for at least twelve 
months and still maintain full activity. The 
fluid vaccine has a stability lasting only two 
weeks. The vaccine is being produced in part of 
a new £400,000 biological research and pro- 
duction block recently opened by the company. 


BCG VACCINATION 

In what is described by the World Health 

ganization as ‘the largest vaccination cam- 
paign ever undertaken’, 164 million people 
have been tested, and 64 million vaccinated 
against tuberculosis with BCG vaccination 
between 1948 and 1956. The greater part of 
the campaign has been carried out in Asia. 


NONAGENARIAN PHARMACEUTICAL 
COMPANY 

Parke, Davis AND ComPANY has just celebrated 
the goth anniversary of the foundation of the 
company in Detroit in October 1866, when 
Hervey C. Parke joined forces with Dr. Samuel 
P. Duffield to start a small manufacturing 
laboratory in the rear of a Detroit drug store. 
The company’s first operation outside North 
America was the establishment of a branch in 
London in 1891. The company now has 28 
branches, depots or manufacturing laboratories 
scattered throughout all five continents. 


CURES FOR PERTUSSIS 
A WHO report, referring to the difficulties 
encountered in many tropical countries in per- 
suading parents to allow their children to remain 
in hospital, tells the story of one grandmother 
who wanted to take her grandchild home after 
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being told that the child had whooping-cough. 
She wished to apply one of her own three 
remedies for the disease: ‘(1) A piece of well- 
worn shoe leather tied to the chest. (2) Drinking 
water in which crows had bathed. (3) The bark 
of a tree on which somebody had hanged 
himself’. 


HOSPITAL SMOKE POLLUTION 
In a letter to The Medical Officer (1956, 96, 69), 
Dr. A. B. Semple, medical officer of health for 
Liverpool, writes: ‘A recent example of how 
even modern equipment can be defeated by lack 
of interest and enthusiasm has been shown by 
one of the hospitals, whose new boiler stack 
continued to pour out black smoke until pressure 
was brought to bear on the management to 
complete the fitments of the modern machinery 
necessary to make that chimney smokeless’. 


OFFICIAL OBSCURANTISM 
AN interesting example of how the official mind 
can be warped by the desire to create a good 
impression is reported by a country dentist in 
the British Dental Journal (1956, 101, 165). He 
and his partner are particularly interested in 
children’s dentistry, and this constitutes about 
60% of their practice. On a recent visit to a 
school in the area the school dental officer, with 
whom the two partners have much cooperation, 
obtained only 25% acceptances for treatment. 
This unusually low figure was commented on 
adversely by the local authority, and he was 
asked to give an explanation. This was to the 
effect that approximately half of the children 
were being treated privately. The official reply 
was that his figure of 25% was not good enough. 
“You see, it makes our figures look so bad’. The 
dentist who reports this episode comments: ‘It 
is because of such episodes as this and many 
other trivial matters of interference that. a 
number of school dental officers have left this 
authority and I know two more who will leave 
very soon—and they are likeable, keen, con- 


scientious colleagues, who want to practise 
children’s dentistry’. 
THOSE INCRIMINATING EYELASHES 


BaseD upon a study of 20,000 eyelashes, a 
Japanese eye specialist has expressed the opinion 
that in the future it may be possible to identify 
people by their eyelashes as well as by their 
fingerprints. 


PUBLICATIONS 
Anti-Poliomyelitis Vaccination is an admirable 
little pamphlet prepared by the Research 
Defence Society. The facts are presented in 
the form of question and answer. It is intended 
for parents, and can be thoroughly recom- 
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mended for this purpose. (Research Defence 
Society, 11 Chandos Street, London, W.1. 
Price 3d.) 


Tuberculosis in Scotland, by J. F. Wilson, M.a., 
A.M.1.A.—In this book Mrs. Wilson describes 
the social services available to tuberculous 
patients in the central area of Scotland. She 
discusses the best arrangement, and, by inter- 
views with staff and patients, she shows the 
shortcomings of some regions. Her belief that 
the tuberculous patient requires a specialist 
health visitor seems rather extravagant. Despite 
the diminishing morbidity of tuberculosis this 
study should prove valuable to medical officers 
of health and chest physicians. It could also 
guide medical and social workers in other 
conditions which cause prolonged invalidism. 
The confusing abbreviations gave the reviewer 
nostalgic memories of a corps headquarters 
during war service. (National Association for the 
Prevention of Tuberculosis, price 5s.) 


Atlas und Kurzgefasstes Lehrbuch der Phono- 
hardiographie und Verwandter Untersuchungs- 
methoden, by Dr. K. Holldack and Dr. D. 
Wolf, is an atlas of phonocardjograms taken in 
the several diseases that affect the cardiovascular 
system. Its main virtue lies in the clarity with 
which the curves, recorded by an oscillograph, 
are portrayed. All the known heart murmurs 
are shown although too little attention has been 
paid to the design of the innocent murmurs and 
their differentiation from those arising from 
organic heart disease. The individual heart 
sounds and those added to create a triple heart 
rhythm are not fully described in relation to 
the clinical conditions that give rise to them, 
but in all other respects phonocardiography is 
efficiently described and illustrated in this book, 
and for this reason it is highly recommended. 
(Georg Thieme, price DM 49.50.) 


Expert Committee on Trachoma, Second Report, 
WHO Technical Report Series No. 106, reviews 
current views on the etiology, prevention and 
treatment of trachoma. (H.M. Stationery Office, 
price 1s. 9d.) 


OFFICIAL PUBLICATIONS 
Report of the Ministry of Health for the year 
ended 31st December, 1955. Part I.—The 
total cost of the National Health Service in 
England and Wales in 1955 was about 
£495,000,000—{22,000,000 more than in the 
previous year: Nearly four-fifths of this sum 
was met by the Exchequer out of moneys voted 
by Parliament, and only one-fourteenth out of 
contributions from the National Insurance 
Fund. Payments by patients for drugs and 
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appliances totalled about £6,000,000, whilst 
payments by patients for dental treatment, 


dentures and glasses amounted to about 
£4,900,000. 
The hospital service cost just over 


£280,000,000. Waiting lists, at 453,000, were 
the lowest reached in any year since the in- 
ception of the National Health Service. The 
fall was most marked in the case of tuber- 
culosis, where there was a decline of 54%: 
from 3,017 in 1954 to 1,387 in ross. The 
national average of the proportion of work done 
in hospital x-ray and pathology departments on 
behalf of general practitioners fell slightly, com- 
pared with 1954: to 8.6% in the case of the 
former and 4.2% in the case of the latter. 
There was an increasé of 2.1% in the number 
of consultants, and a decrease of 2.7% in the 
number of administrative and clerical staff. The 
latter, however, still mumbered 28,034. The 
number of ‘merit awards’ current at the end of 
the year was: 266 ‘A’ awards (£2,500 per 
annum), 665 ‘B’ awards ({1,500 per annum) 
and 1,330 ‘C’ awards ({/500 per annum). 

The general medical services cost 
£52,600,000. The number of principals on 
medical lists at the end of the year were 19,756. 
There were 6,715 practitioners practising single- 
handed and providing unrestricted medical 
services: a decline of 2.67% compared with 
1954. Of the 12,068 doctors in partnership, 
6,628 were in partnerships of two doctors, and 
289 in partnerships of six or more. The total 
number of assistants rose from 1,504 to 1,585. 
Of these, nine were aged 76 years or over. By 
the end of the year, a total number of 188 
applications had been received for loans from 
the Group Practice Loan Fund. Of these, 73 
have been approved in principle, and the sum 
promised is £329,721. It is reported that the 
demand for these loans is outstripping the 
money at present available. (H.M. Stationery 
Office, price 9s.) 


Education of the Handicapped Pupil, 1945-1955. 
—This is substantially a reprint of the survey 
of the first decade of the Education Act, 1944, 
in so far as it relates to handicapped pupils, 
which was included in the Ministry of Educa- 
tion’s annual report for 1955. It is an admirably 
concise review of the subject which will be of 
value to many practitioners. (H.M. Stationery 
Office, price 2s.) 


CORRIGENDUM 

Sir Stanley Davidson asks us to make the following 
correction to the paragraph on ‘stimulants’ in his article 
on ‘Advances in Medicine’ in our last issue (p. 376). 
“Meratran’ and ‘frenquel’ are both benzhydrol derivatives 
but differ in their pharmacological and clinical properties. 
‘Meratran’ is a central nervous stimulant, whilst ‘frenquel’ 
is an antihallucinative and anticonfusive drug, The latter is 
not yet commercially available in Great Britain. Dr. 
Sargent’s article, to which Sir Stanley Davidson referred, 
deals with ‘frenquel’. 
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Many doctors prefer 
| ACHROMYCIN 


@ Regd. Trade Mark Tetracycline 
in 
tablet form... 


...80 do 


many patients 





AcHRomycrn tetracycline is now established as the foremost broad-spectrum 
antibiotic of the day. Among the 14 prescription forms of AcHROMYCIN now 
available, AcHromycin Tablets are especially favoured by practitioners. The 
odourless thin coating of the Tablets quickly dissolves, permitting ready absorption 
of the antibiotic and diffusion into body fluids and tissues. Patients find the Tablets 
are easy to swallow and a particularly convenient form of the antibiotic. Like all 
other prescription forms of AcHRromycin, the Tablets ensure broad-spectrum 
activity, prompt control of infection with negligible side effects. 


50 mg. Tablets — vials of 25 and 100 
250 mg. Tablets — vials of 16, bottles of 100 and 1,000 


and for specialized needs... 





Acwromycrxy Liquid Pediatric Acurowyers Syrup — Cherry- Acwromycry = Intramuscular — 





Drops—Palatable, cherry-flavour flavoured syrup, = —_ Widely used to initiate antibiotic 
ed preparation for administration — — the young. therapy. Effective levels are then 
in milk, water or fruit juice. : Gm. ful ‘on cc. }. “he maintained by oral administration. 
in 10 cc. bottle bottles of of 2 16 fl. ox. In vials of 100 mg. 


as (—)) LEDERLE LABORATORIES DIVISION 
Cyanamid provucrs ue LONDON, W.Cc.2 
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The Modetn 
DAYTIME 
Relawant-Sedatwe 


Seconesin combines 
relaxant mephenesin 
with sedative 
secobarbital. It is the 
ideal daytime sedative. 
Seconesin gives patients 
a feeling of pleasant 


relaxation while keeping them 
CLIMACTERIC 
FAMILY WORRIES 
BUSINESS WORRIES 
PREMENSTRUAL TENSION 


mentally alert. It helps patients 

to stop excessive worrying over 
things they cannot control and 
helps them to concentrate on the 
work which must be done each day. 


Seconesin is SAFE and acts promptly 


COMPOSITION: Each tablet contains :-— 


Mephenesin ... ... 400 mg. 
Secobarbital ...... 30 mg. 
PACKING: Bottles of 25, 100, 500 tablets 


SECONES IN 


TRADE MARK 


BASIC N.H.S. COST: 2/10d. for 25 tablets. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 
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bombastic style’.—S. T The Diary 


Taylor: 


Period 1860-64. 


‘Introductory lecture by Professor (Sir William) Fergusson in his usual 
of a Medical Student during the Mid-Victorian 
Norwich, 1927. 


NOVEMBER 1906 


“THE introductory addresses delivered at the 
opening of the medical schools this year had 
(according to “Notes by the Way”) . . . a much 
more businesslike character than usual. There 
was less of the vague cloquence that, like a 
particular kind of sermon referred to by 
Whately, ‘“‘aims at nothing—and hits it”; and 
there was little of the “Be virtuous and you will 
be happy” type of homily. But the most sig- 
nificant feature was the almost complete 
absence of the customary well-meant endeavours 
to paint the lot of those who adopt medicine as 
a profession in the most roseate hues. The men 
generally chosen to deliver these addresses 
have, for the most part, little or no personal 
experience of the life of a general practitioner; 
but their daily paper, if nothing else, must have 
taught them that at the present time insistence 
on the attractions of a medical career would 
have brought down on any orator, bold enough 
to dare such a flight of fancy, a shower of 
ridicule from the profession that would have 
made him cut as sorry a figure as the Jackdaw 
of Rheims under the Archiepiscopal curse. . . . 
The causes of discontent are painfully familiar. 
. . . They may all be summed up in the pro- 
position that it is becoming more and more 
difficult to make a decent living by the lawful 
exercise of the art of healing’. One of the 
remedies suggested for ‘the grievances under 
which the profession labours’ is to have doctors 
‘removed from the field of competition, and 
provided with stipends by the State’. “The 
scheme of a national medical service (comments 
the Editor) is by no means new. It was pro- 
posed as far back as the seventeenth century. . . . 
When socialism comes upon us, but not before, 
the medical profession will be transformed into 
a department of the civil service’. 

The first of the ‘Original Communications’ 
this month, ‘Valvular Disease of the Heart. 
IV. Abdrtic Obstruction’, is by Raymond Craw- 
furd, M.D., F.R.C.P., Physician to King’s 
College and the Royal Free Hospitals: “The 
treatment of aortic obstruction consists, for the 
most part, in giving full play to the vis medi- 
catrix nature’. Sir Raymond Henry Payne 
Crawfurd (1865-1938) was elected assistant 
physician to King’s College Hospital in 1898, 
physician in 1905, and consulting physician in 
1930. An erudite medical historian, he wrote 


“The Last Days of Charles II’, “The King’s 
Evil’, and ‘Plague and Pestilence in Literature 
and Art’. 

Woods Hutchinson, M.D., of Arrowhead 
Hot Springs, California, writes on “The Liver 
as a Toxin Filter’, and W. d’Este Emery, 
M.D., Clinical Pathologist to King’s College 
Hospital, discusses “‘Serum-Therapy’. G. S. 
Middleton, M.D., F.F.P.S.G., Physician to the 
Royal Infirmary and to the Royal. Hospital for 





Oskar Lassar, M.D. (1849-1907) 


Sick Children, Glasgow, in his article “The 
Diagnosis of Pleural Effusion, and of Empyema 
in Children’, points out that ‘a considerable 
number of children are buried, as cases of 
pneumonia, whose lives might have been saved 
had the needle been used in time’. Thomas 
Divine, M.D., C.M., late Assistant M:O.H., 
Huddersfield, takes as his subject “The Wasting 
Diseases of the Registrar-General: an Inquiry 
into the Mortality in Infancy’. 

In his ‘Review and Study of some Recent 
Literature upon Arthritis’ F. J. Poynton, M.D., 
F.R.C.P., Assistant Physician to University 
College Hospital and The Hospital for Sick 
Children, Great Ormond Street, comments on 
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two cases of Still’s disease, reported by Dr. 
Parkes Weber in the British Journal of Children’s 
Diseases, as being of interest for several reasons: 
“They did not . . . run a steady downhill course, 
but, under treatment, one improved greatly, 
and the other, never severe, remained stationary. 
His first case also showed valvular disease, an 
unusual accompaniment. He attaches import- 
ance to the hypothesis that, in at least some 
cases, the condition is tubercular’. 

The title of the Prize Essay by H. W. Moxon, 
M.R.C.S., L.R.C.P., of Matlock is “The 
JEtiology, Pathology, Symptoms, and Treat- 
ment of Infantile Paralysis’. 

According to ‘Notes from Foreign Journals’, 
under the heading ‘Prophylaxis and Treatment 
of Baldness’, ‘Lassar believes that methods of 
treatment will improve to such an extent that 
baldness will-become a rarity. . . . The antiseptic 
treatment praised by the author has scarcely 
changed in the course of some years. The head 
must be washed every day with soap and warm 
water at first. After a time a mild tar-soap must 
be used. When this is done the hair must be 
damped with sublimate solution 1%, and if 
there is any irritation 2% carbolic acid should 
be added. As soon as the water has evaporated 
one of the following must be well rubbed in :— 
R Thymol. gr. viij, Sp. Vini Rect. 3 viij M. . . .’ 
This is followed by a mixture containing, 
among others, salicylic acid, tinct. Benzoin., Ess. 
Bergamot., and olive oil. Oskar Lassar gradu- 
ated M.D. at the University of Wurzburg in 
1872. A dermatologist of international repute, 
he had a private clinic for skin diseases and for 
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syphilis in Berlin, and in 1886 founded the 
Berlin Dermatological Society. His famous 
‘Lassar’s paste’ was first announced in 1889 
before the Section of Dermatology and Syphilo- 
logy of the American Medical Association. 

Among the books reviewed this month are 
‘Supplementary Essays on the Cause and Pre- 
vention of Dental Caries’ by J. Sim Wallace 
(‘Dr. Wallace argues his point well, and his 
conclusions, though evidently not those of the 
dental world in general, seem thoroughly 
plausible’), and ‘Mucomembranous Entero- 
colitis’ by Paul Froussard, edited by Edward 
Blake. (‘Dr. Blake calls it a “‘classic treatise’’. 
It would be more comprehensible if there were 
less classic and more treatise’.) 

‘Recent Preparations and Inventions’, refer- 
ring to ‘Bostel’s Patent “Natural” Watercloset 
and Seat’, state that “The sitting posture, for 
the evacuation of the bowels, as necessitated 
by the watercloset in common use, is not that 
suggested by nature, nor is it free from certain 
ills, such as hernia, which result from undue 
straining at stool. The Bostel “natural’’ water- 
closet and seat overcome these defects. . . . 
This (squatting) position also serves to displace 
the sigmoid upwards, and facilitates the evacua- 
tion of its contents. The closet is provided with 

. two arm rests . . . about 2 feet from the 
floor. The lowest part of the seat is about 
9 inches high, while the front part of it is 
6 inches higher than that, the natural squatting 
posture . . being thus secured. The con- 
trivance is in every way admirable’. 

W. R. B. 











LA MAUVAIBE 
DIGESTION 








PAINFUL GUT 


‘Merbentyl’ relieves painful spasm of the gut without the 
side-effects (changes of heart rate, mydriasis, cycloplegia, 
dry mouth, etc.,) associated with other natural and 
synthetic anticholinergic agents. ‘Merbentyl’ both blocks 
the parasympathetic nerve endings and directly relaxes 





smooth muscle, thus it is an ideal remedy in functional bowel 
upsets and effectively allays painful spasm in organic diseases. 


MERBENTYL x 


“Merbentyl’ is available in tablets (each containing 10 mg. 
( Merrell ) 
tena 


diethylaminocarbethoxybicyclobexyl hydrochloride), and as a syrup 
Distributed in U.E. & Rire by RIKER LABORATORIES LTD. LOUGHBOROUGH, LEICS. for the Wm. 8. Merrell Co. London 












(each J ¢.c. containing 10 mg. ‘Merbentyl’). Also combined with 
Phenobarbitone (15 mg. (gr. 4) per tablet or 5 cc. syrup). 
Even on the highest d (8 tablets per day) 

the basic daily cost to the N.H.S. is less than 7d. 
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When prescribing infra-red or ultra-violet 





rays for self-treatment . .. 






... remember these advantages 


of PHILIPS Health Lamps 
IMFRAPWIL— Mover «8” se: 


This is a simply constructed and lightweight lamp 
that helps, quickly and comfortably, to relieve 
many ailments of a rheumatic nature. The patient 
can, after medical advice, give himself home 
treatment in a standing, sitting or lying position 
and in any room where there is an electric point. 
The lamp is obtainable only on production of a 
signed medical certificate. Price £3 .3.0, 











IMEFRAPWINE — move. «a” 


Basically, this is the same lamp as the one above. 
it has, however, been given a streamlined, 

robust stand, the base of which enables the lamp 
to be more easily fixed to a wall and the rays 
directed downwards. INFRAPHIL is particularly 
suitable for sportsmen and athletes, who will use 
it as an aid to massage and for the relief of 
sprains, bruises and muscular fatigue. Obtainable 
on medical certificate only. Price £4. 4 . 0. 





Uitro-Violee SUNLAMID 


Compact and attractive in appearance, this 
Philips ultra-violet lamp has the double advanta 
of portability and manoeuvrability. It is simple 
and safe for your patients to use, under Medical 
Guidance, in the comfort of their own home. 
Goggles are, of course, essential and these are 
provided with the a Again, a signed medical 
certificate is necessary for purchase. £5.17.6. 


We shall be glad to supply Jurther details of any 
of these lamps. Please ress your enquiries to: 


@) PHILIPS ELECTRICAL LIMITED 


Electrical Appliances Division - Century House - Shaftesbury Avenue - London - W.C.2 
INFIOS8B 
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JAGUAR ANNOUNCE THE 








mar, ight 





cA new luxury model now joins the Jaguar range 


Here to join the world famous Mark VII, XK and 2.4 litre models is the Mark 
Eight—one of the most luxurious models ever offered as a series production car. 
Interior furnishings, cabinet work, fitments and accessories are in the tradition of 
refinement and craftsmanship usually associated only with the art of specialist 
coachbuilders, whilst a degree of mechanical refinement has been achieved which 
stamps this car as outstanding even amongst the distinguished Jaguar range which 
it now joins. 

Whilst preserving the basic lines of the Mark VII, the Mark Eight has its own 
distinctive frontal appearance and is offered in a wide range of two-tone exterior 
colours. It is available either with Automatic Transmission or Overdrive, or with 
normal manually-operated gearbox. Amongst the many interior refinements are flush- 
folding occasional tables in the rear compartment, hand-finished polished walnut 
fittings, deep pile rugs and extra-deep luxurious Dunlopillo cushions upholstered in 
specially selected fine grain soft-tanned leather. 

MECHANICAL ADVANCES include new cylinder head and induction system with type HD6 SU 
carburetters and twin exhausts. An important advance in the operation of the Automatic Trans- 
mission system is the fingertip control which enables the intermediate gear to be held indefinitely, 
and a new brake pedal layout permitting the use of either left or right foot. 

. 


The current range of Mark VII, 2.4 and XK 140 models continues for 1957 








MOTORING NOTES 
The Motor Show 


By ROBERT NEIL 


Tuere have been many ‘occasions when it has 
been suggested that the holding annually of the 
Motor Show is a waste of both manufacturers’ 
and motorists’ time, on the grounds that so often 
nothing new was seen. There certainly have 
been occasions when most cars changed only by 
having a slight face lift, intended, no doubt, to 
persuade motorists that their existing car was 
out of date, and should be replaced. No such 
criticisms can be aimed at this year’s Earls 
Court Exhibition. 


FEATURES OF INTEREST 
The features of greatest interest were: the 
relatively sudden demonstration by so many 
British manufacturers of their interest in auto- 
matic transmission; the exhibition of the new 
Rover T3 gas turbine car; and, the use by many 
makers—on their smaller and lower powered 
cars—of one of the devices which enable the 
clutch pedal to be dispensed with, so that the 
driver merely has to move the gear lever in to 
the correct position. Whilst technically of less 
interest, the announcement by both Bentley and 
Rolls-Royce that their cars could now be fitted 
with refrigeration, as well as the normal car 
heater, serves to remind one how far motoring 
has progressed from as recently as the ’twenties. 


AUTOMATIC TRANSMISSION 

For some years motorists who have visited the 
United States, or have had experience with cars 
from that country, have wondered why there 
seemed so little evidence of British manufac- 
turers developing automatic transmission sys- 
tems. This has now been changed by the 
opening of a factory in the United Kingdom 
by the British section of Borg-Warner, who 
make automatic transmission systems, and have 
had experience of doing so for many years in the 
United States. Among the manufacturers who 
have either standardized this transmission 
system, or offer it as an optional extra are: 
Austin, Daimler, Ford, Humber, Jaguar, 
Morris and Wolseley. It is of particular interest 
that Daimler, who have for so many years pinned 
their faith entirely to the fluid flywheel and pre- 
selective gearbox, should have made the decision 
to use fully automatic transmission (fig. 1). 

Nominally the Borg-Warner transmission 
gives three forward speeds and reverse, but as a 
hydraulic convertor coupling is included in the 
transmission, to be used on the low and inter- 
mediate gears, there is perfectly smooth opera- 
tion from a minimum of 4.6 to 1 on low gear to 
1.435 to 1 on intermediate gear. These ratios 


are the actual ratios in the gearbox, but the axle 
ratio selected by the car manufacturer will cause 
them to be multiplied. If, for example, the aye 
ratio used by the car builder was 4.5 to 1 che 
over-all ratios would become 20.7 to 1 and 
6.457 to 1 respectively; direct top gear v/ould, 
of course, be 4.5 to 1. High gear is obtained by 
coupling the engine output direct to the trans- 





Fic. 1. oe 34-litre Daimler 104, which is available with 


as well as the usual pre-selective 
gearbox. 





mission mainshaft through a single plate clutch ; 
on high gear the torque convertor and the gear 
system are by-passed. In case these technicali- 
ties are worrying to some readers I would remind 
them that all this is done automatically, and with- 
out any action being required from the driver. 
Two valves are responsible for controlling the 
transmission system, one being connected to the 
accelerator pedal control, and the other to a 
lever placed in front of the steering wheel. This 
lever has five positions: Park, Neutral, Low, 
Drive and Reverse. With the lever in the 
position marked Drive the transmission operates 
automatically throughout the range, and every 
change of ratio in the system is done in obedience 
to the combination of road speed and accelerator 
pedal position, which is naturally an indication 
of the power required by the driver. The 
ignition is wired in such a way that the engine 
cannot be started unless the lever is in either the 
park or neutral positions; this is a wise safety 
precaution. In addition, when the lever is in 
the park position a gear on the mainshaft is 
engaged by a pawl, and this is sufficient to hold 
the car stationary on the most severe gradient. 
As in a normal transmission system the car can 
be moved when the lever is in neutral, but no 
drive can be passed to the wheels. To obtain 
the assistance of engine braking on steep hills, 
the lever can be moved in to low—provided the 
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speed is below 40 m.p.h.—and this will prevent 
an automatic upward change. 


CLUTCHLESS GEAR CHANGE 

For lower powered cars, or those on which 
every penny counts, there are several devices 
available as optional extras which allow the 
clutch pedal to be eliminated, thus relieving the 
driver of most of the irksomeness of gear 
changing. With these devices it is only necessary 
for the driver to move the gear lever when 
necessary in to the appropriate position; the 
disengaging and engaging of the clutch, as well 
as the provision of the correct amount of 
throttle, are attended to automatically. Such a 
system consists basically of a centrifugal clutch 
with vacuum servo assistance, a small pressure- 
sensitive switch in the knob of the gear lever, 
and,.a control unit which links together the 
ekctrical circuit, the servo which operates the 
clutch, and the accelerator. 

As such devices are intended primarily for the 
less experienced driver, who will be willing to 
avoid the labour, and the niceties, of using the 
clutch pedal during gear changing, they are 
more suitable for reasonably leisurely use, and 
under such conditions provide as smooth travel 
as the conventional transmission system. An 
advantage of these systems is that it is possible 
for a novice driver to change down to a lower 
gear when overtaking or approaching a corner 
in the manner of the expert, without the need to 
preoccupy himself with precise clutch and 
accelerator movements. An interesting point on 
certain of these automatic clutch arrangements 
is that should the electrical or vacuum controls 
become deranged it is possible to continue 
progress until repairs can be done. 


THE ROVER GAS TURBINE CAR 
Having discussed automatic transmission and 
the new clutchless gear change it is logical to 
turn one’s attention to the Rover T3 gas turbine, 
although not perhaps for obvious reasons. Whilst 
the car with automatic transmission has both a 
clutch and a gearbox, which are controlled 
automatically, and the cheaper alternative has 
both these components but one is worked auto- 
matically, the gas turbine Rover has neither 
clutch nor gearbox. Let us first consider, how- 
ever, the power unit as such, which, in itself, 
has many advantages over the conventional 
water-cooled reciprocating piston engine. 
Although many international firms have pro- 
duced prototypes of gas turbine cars, the Rover 
firm are the first to produce a car which has 
the appearance of being almost ready to go in 
to production. In addition, this is the first gas 
turbine car to have been designed specially 
around the power unit, and in such a way as to 
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take full advantage of the turbine’s characteris- 
tics. 

When considering any car fitted with a gas 
turbine it has to be remembered that there is 
no cooling problem with such power units, 
unlike the piston engine which requires water 
cooling. Because of this it can be conveniently 
placed anywhere in the car; it could, in the case 
of a large commercial vehicle, be conveniently 
placed below the floor. As the turbine is also 
remarkably light, and will thus have little effect 
on the weight distribution, and therefore the 
stability, greater freedom is granted to the 
design staff. As the turbine acts as its own trans- 
mission system, the Rover engineers have placed 
it in what would normally be called the luggage 
boot. Many factors contribute to the car’s low 
weight: the power unit; the saving by having no 
clutch or gearbox; the use of glass reinforced 
plastic for the bodywork. The car, a two-seater 
fixed head coupé with luggage space behind the 
seats, has an over-all length of only 12 ft. 5} in. 
(380.3 cm.). All this, in conjunction with the 
high power output, gives the car a power/weight 
ratio of 100 b.h.p./ton. To make sure that power 
is not wasted in wheelspin, four-wheel drive 
has been used. 

During short tests of the new Rover speeds 
of over 100 m.p.h. have been obtained, and the 
acceleration can be compared with that of a 
more powerful conventional car. It is on the 
subject of fuel consumption that the dis- 
advantage of the turbine is revealed. Before 
mentioning fuel consumption figures it has to be 
appreciated that a gas turbine uses paraffin, a 
very cheap fuel in most countries—2s. per 
gallon in this country at the moment—so the 
running costs per mile are much lower than the 
consumption figures would at first suggest. 
During tests a consumption of 14.4 m.p.g. was 
obtained at a steady 60 m.p.h. Because of the 
engine’s features—it contains no reciprocating 
parts—the turbine car will offer standards of 
smoothness not previously available and, as 
there is neither clutch nor gearbox, driving will 
be reduced to child’s play. 


ROLLS-ROYCE REFRIGERATION 
By now most motorists are accustomed to the 
comfort provided in the winter by the modern 
car heater, but until now there has been no 
equipment available for dealing with the prob- 
lems of summer motoring: admittedly these 
arise in other countries than our own. Rolls- 
Royce announce that from now on refrigeration 
will be fitted to their cars, and it is claimed by 
the makers that this new equipment, in con- 
junction with the heater, will enable the car to 
be driven from Pole to Equator with all windows 
closed, while the most comfortable temperature 
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(1) Nails hammered into 
tyres before 1,230-mile trip 
Jrom London to Fort William 
and back (RAC observed) 
Completed without air loss! 








(2) Driven repeatedly over kerb with 
see deliberate violence. No loss of air 


despite three 3” nails in the tyre. 








No punches were pulled in the testing 
and proving of Dunlop Tubeless tyres. 


These pictures show some of the exacting 





tests and provide convincing proof that 


(3) Driving in tight circles until the 
’ tyres smoked with the heat, did not 
Dunlop Tubeless not only lessen the risk break rim-to-tyre airseal. 


of puncture delays, but will stand up to % ALREADY FITTED AS 
ORIGINAL EQUIPMENT ON 


the most arduous conditions, MOST NEW BRITISH CARS 


* COSTS NO MORE THAN A 
COVER WITH TUBE 


%& REDUCES POSSIBILITY OF 

DUNLOP Bea 
BURSTS, IMPACT DAMAGE 

TUBELESS (ipepietes 
“TOPPING-UP” 
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A PRODUCT OF SEARLE RESEARCH 





Effective 
Non-Mercurial 


Oral Diuretic 


STRUCTURE. 
* Mictine”, brand of aminometradine, is 
|-allyl-3-ethyl-6-aminotetrahydropyri- 
midinedione. It avoids the undesirable 
side-effects associated with mercurial, 
xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 


“*Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. 
In therapeutic dosages it has not caused 
any effect on glomerular filtration rate, 
renal plasma flow, cardiac output, heart 
rate or blood pressure, nor any alteration 
in the blood or blood-forming tissues or 
in renal or hepatic function. In a group 
of unselected patients 70 per cent. miay be 
expected to respond to “ Mictine”’. 


TOLERANCE 

“Mictine” is not toxic at therapeutic 
dosages. On the other hand, side-effects 
do occur such as headache and gastro- 
intestinal symptoms. These are reduced 
to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 

““Mictine” is indicated in the maintenance 
of an cedema-free state in any patient 
requiring diuretic therapy and the effect- 
ing of initial diuresis in all patients but 
those with severe congestive failure. For 
these purposes the dosage is one to four 


SEARLE 


CFFERENT 







Cowman’ CAPSULE 





GEMLE'S LOOP 


THE NEPHRON UNIT 


fEmaL PELVIS 


tablets daily in divided doses during meals on 
alternate days or on three successive days 
followed by four days without therapy. 
““Mictine” is not intended to produce initial 
diuresis in more severe congestive failure ; 
however, “‘ Mictine ” may be given when other 
diuretics are contra-indicated, or if tolerance 
to them has developed. 


Available in bottles of 25, 100, and 500 tablets 
each containing 200 mg. aminometradine. 


Full literature is available to the medical 
profession on request. G. D. Searle & Co. 


Ltd., High Wycombe, Bucks. Tel. High 
Wycombe 1770. 
*Registered Trade Mark. 

Mi: PS6 








MOTORING NOTES 


for the occupants is maintained. This is indeed 
carrying the search for comfort to its logical 
conclusion; I have often wondered why it 
should normally be necessary to don an over- 
coat to drive a closed car, given, peculiarly 
enough, the title saloon. The Bentley Continental 
—sister-car to the Rolls-Royce—has been 
further improved by the use of a new cylinder 





FG. 2.— A converubie by Park, Ward on the Continental 
Bentley chassis. 


head with higher compression and larger car- 
burettors. These changes have increased the 
power and performance, and the car will be 
more certain of its supreme position among the 
world’s cars (fig. 2). 


JAGUARS AND JENSEN 

Jaguar, another firm who offer automatic trans- 
mission, announce a new model to be known as 
the Mk. VIII. This is in some ways an elabora- 
tion of the already well-known Mk. VII, being 
most luxuriously equipped, and fitted with 
automatic transmission, or a normal gearbox. 
It has the added refinement of a fingertip con- 
trol which can be used to retain the intermediate 
gear in use for as long as required; this ability 
to over-ride the automatism will be a great 
advantage on hilly, or mountainous, roads. The 
medium-sized Jaguar, the 2.4 litre, is continued 
without change. In a similar class to the Jaguar 
is the Aston Martin, and this firm introduce a 
new model, fitted with Italian bodywork, but 
this is unfortunately only available for export. 
The DB2/4 saloon model, however, is continued. 
This car is equally notable because of its high 
performance and its soft and comfortable 
suspension system, which assists in reducing 
driving fatigue. 

_ A particularly interesting component is to be 
found on the Jensen 541. This already interesting 
car, because it uses a two-door saloon body made 
of glass-reinforced plastic, has now been fitted 
with disc brakes, which have been used pre- 
viously on sports/racing cars. These brakes are 





most resistant to fading, a trouble which has 
arisen on many high-speed cars during the last 
few years, largely because the present use of 
all-enclosing bodywork prevents cooling air 
from reaching the brake drums. 


B.M.C. MODELS 

Many of the models of the different makes 
manufactured by the British Motor Corporation 
have been very much improved. The Austins, 
with the exception of the small Ajo, have been 
given higher compression engines for greater 
power, and changes have been made to the 
suspension which has lowered the cars. In 
addition, the larger models are now available 
with either the Borg-Warner overdrive or auto- 
matic transmission (fig. 3), whilst the smaller can 
be had with the Lockheed manumatic change, 
which eliminates the clutch. The little A3o has 
been given a larger engine, 950 c.c., and should 
have an even better performance than before. 
The same policy has been followed with both 
the Morris and the Wolseley. 

Readers with experience of the post-war Riley 





. i 
Fic. 3.—The Austin Ags, which can be had with automatic 
transmission, in estate car form. 


Pathfinder will be aware that recently the makers 
have used a gear lever mounted to the right of 
the driver’s seat, a position which seems more 
sensible than either protruding from the floor 
centre, or connected in a complicated manner 
from the steering column. The B.M.C. have 
now fitted this type of gear lever to other cars 
in their range, both Morris and Wolseley. One 
of the interesting cars in the B.M.C. range is 
the new Austin Princess; the latest model has a 
longer wheelbase and a more powerful engine. 
It is of interest that the cylinder head of this 
new engine, intended after all for a large and 
luxurious limousine, owes much to the ex- 
perience gained in the high-speed Austin-Healey. 
This latter car has fallen in to line with the 
tendency among builders of open sports cars to 
provide a detachable hard top, which can be 
used during the winter months to convert the 
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car into a real coupé. At the same time lengthen- 
ing of the car has made it possible to provide 
two occasional seats. Whereas the Austin- 
Healey previously used a lusty four-cylinder 
engine the new model employs the six-cylinder 
B.M.C. unit which delivers 102 b.h.p., while at 
the same time being appreciably smoother. 


THE FORD RANGE 
The very extensive Ford range—it consists of 
nine different models—now includes an ex- 
cellent estate car on the Zephyr chassis (fig. 4). 
This is in the form of a conversion from the 








Fic. 4.—The Abbott estate car, which is a coachbuilder’s 
conversion of the Ford Zephyr saloon. 


saloon built by Abbotts of Farnham, but it 
has the support of the Ford company. Ford are 
among the manufacturers now offering, in 
addition to a normal gearbox, alternative over- 
drive or fully automatic transmission. Both the 
four-cylinder Consul and the six-cylinder Zephyr 
can be had with convertible bodywork which 
combines the benefits of the saloon and the open 
touring car of the past. 


THE STANDARD RANGE 
It is comparatively recently that the Standard 
company introduced their latest Phase 1]I Van- 
guard, but their range was extended still further 
at the Show with the Vanguard Sportsman. This 
is not, as the name might suggest, a sports car. 
It is, in effect, a de luxe version of the Van- 
guard, and is finished in the now popular dual 
colour scheme. In addition, however, certain 
features of the Triumph TR3 sports car have 
been incorporated in the engine design, with 
the result that the power has been increased to 
95 brake horse power. This big increase has 
made the car capable of 90 m.p.h., and as over- 
drive is available a high cruising speed can be 
enjoyed without mechanical strain. The small 
Standard Super Ten is one of the cars which is 
available with clutchless drive, thus making gear 
changing a simple operation. 
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THE ROOTES GROUP 

The Rootes Group, whose makes already in- 
cluded Humber, Hillman and Sunbeam, took 
over the Singer factory rather less than twelve 
months ago, and exhibited at the Show the first 
result of their collaboration with the Singer 
engineers. The already known Singer overhead 
camshaft 1} litre engine has been retained, 
but in a new chassis and body: many of 
the body panels are similar to those used on all 
existing Rootes Group cars. Whilst the Sunbeam 
Mk. III retains the Laycock-de Normanville 
overdrive, which it has used for some time, its 
sister car, the Humber Super Snipe, is available 
with Borg-Warner automatic transmission. 


THE ROVER 
Apart from the very advanced T3 gas turbine 
car the Rover company have made only slight 
changes to their models, which consist of: the 
four-cylinder 60, and the two six-cylinder models 
75 and go. All three cars employ the same 
chassis design, and the three cars are identical 
in body design and dimensions. The buyer is 
therefore able to purchase just the performance 
and consumption suitable for his purpose. Many 
Rover owners will regret that the makers have 
dropped the free-wheel from these cars, and 
replaced it with overdrive, as the free-wheel was 
a fascinating and economical fitting. The Rovers 
are justly well known for their good finish, and 
durability. 
LUDICROUS LUBRICATION 

Although so many cars in the exhibition now 
include features designed to ease the driver's 
task, and make motoring smoother and more 
comfortable for both drivers and passengers, it 
is curious that so little is being done to reduce 
the problems of servicing and maintenance. 
Only a handful of cars employ lubrication sys- 
tems which only require topping up for the car 
to be kept properly lubricated without further 
attention. In these days when so many cars are 
used for professional or business purposes it 
seems rather ludicrous that at very short inter- 
vals the car has to be left for an entire day to 
the tender mercies of a service station to be 
lubricated. After all, the engine is not lubricated 
by the owner going round individual bearings 
with an oil can, so why should it be necessary 
to do so with chassis bearings. On some cars 
there are bearings which require attention every 
500 miles, and on the Continent that could be 
just a day’s motoring. On certain cars, with 
one-shot or automatic chassis lubrication, only 
the transmission shaft bearings require attention 
with a grease gun, and then only at intervals of 
about 3000 miles. This is the next point which 
manufacturers should turn to in their efforts to 
make motoring ever more convenient. 

















ANNOUNCEMENTS 


true 


tranquillity 


assured 


With the advent of Mimrtrown, relief of tension 
and anxiety can now be secured with a new 
degree of certainty...a new degree of safety. 
MutTrown is without parallel among  tran- 
quillizing agents. It has proved effective in 
cases where other tranquillizers have failed 
it shows a significant absence of toxicity and 
aimost complete freedom from side effects 
it is fully effective by mouth for day-time 
sedation and for inducing calm and natural 
sleep without narcosis by night 


* 
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*Trade- ark MEPROBAMATE 





The sof tranquillizer with muscle-relaxant action 


(2 methy!-2-n-propy!i-t, 3 propanedio!t dicarbamate) 
In tablets of 400 me. for oral use: botties of 50 


LEDERLE LABORATORIES DIVIS!Ion 


(ya tal LONDON, w.c.2 
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Regular administration of FRANOL through the winter months 
will usually keep the chronic bronchitis patient free from acute 
attacks, while in bronchial asthma FRANOL reduces the number 
and severity of crises. 

Symptomatic control of these conditions is often accompanied 
by an improvement in the patient’s general health. FRANOL is 
extremely well tolerated by children. 


The nocturnal asthmatic attack 
FRANOL is particularly useful in preventing nocturnal asthmatic 
attacks which may have occurred regularly over a long period. 
One or two tablets taken at bedtime will usually give an 
unbroken night’s rest. 


'39'B 4-8 PRODUCTS LIMITED 





NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY 
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RANOL 


LONG-ACTING 
BRONCHODILATOR, 
ANTISPASMODIC 

AND SEDATIVE 





(Each tablet contains ephedrine gr. 0.15, theophylline gr. 2, Luminal gr. 1/8) 


Associated exporting company: WINTHROP PRODUCTS LIMITED 
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Detergents and the skin 





We have found ... that 
the incidence of skin trouble 
attributable to synthetic 
detergents is no higher than that 
previously due to the use of 
soap products, alkalis and 


allied preparations” 
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THE VITAL ROLE 


OF DETERGENTS TO-DAY 


Since their introduction six years ago 
the new washing products, now gener- 
ally known as “detergents,” have revolu- 
tionised British household washing. This 
is because they give superior perform- 
ance in hard water, leave clothes and 
dishes demonstrably cleaner, and leave 
no dulling film as soaps usually do. 


Women have been quick to appreciate 
these advantages. Thus, while the first 
weekly wash detergent (Tide) only 
achieved national distribution in Sep- 
tember 1952, detergents as a whole now 
account for more than half of the total 
washing powder market. They are in 
constant and regular use in practically 
every home in this country, and there is 
no evidence that they have yet reached 
the peak of their popularity. 


THEIR EFFECT ON 
THE SKIN 


Thomas Hedley & Co. Limited, makers 
of Tide and other detergents, constantly 
test their washing products to determine 
their effect on the skin of housewives. In 
addition to every kind of accepted labor- 
atory technique, such as patch and im- 
mersion tests, Hedley have conducted, 
under careful medical supervision, pro- 
longed home usage tests. These were 
developed to obtain a reliable measure 
of the mildness of washing products 
under normal usage conditions in the 
home. 


Observations on over 12,000 house- 


wives have shown that household deter- 
gents as a class do not differ in their 
effect on the skin from all-purpose soap 
powders which have been used for years. 


Specifically, research has shown that 
Tide, the most popular of the new deter- 
gents, is as mild as other general-purpose 
soap powders. 

Moreover, the results of the Hedley 
investigations disclosed that a washing 
product plays a much smaller part in 
determining the skin condition of the 
average housewife than does, for exam- 
ple, the coldness of the weather and the 
extent to which she uses hand cream. 


The conclusions from these tests are 
fully in line with the Report of the 
Government Committee on Synthetic 
Detergents, 1956, which stated ‘*We 
have found . . . that the incidence of skin 
trouble attributable to synthetic deter- 
gents is no higher than that previously duc 
to the use of soap products, alkalis and 
allied preparations.”’ 


FOR FURTHER INFORMATION ... 


write to Thomas Hedley & Co. Limited, 
Gosforth, Newcastle upon Tyne 3, for 
the booklet, “A study of the effect of 
the New Detergents on the Skin.” 





Every week millions | 
of British 
housewives use Tide 
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Advertised and introduced ONLY to the medical profession 


BENGUE’S 


BALSAM 





— 
a 
LJ 

We *- 


LD 


Menthol 20°, Methyl! Salicylate 20% in Lanoline Excipient 


ANALGESIC - DECONGESTIVE - RELAXANT 


Easy of application and readily absorbed by the skin with 
deep penetration, Bengue’s Balsam gives almost immediate 
relief from pain, promotes circulation of the blood in 
congested areas, and facilitates freedom of movement. 
Invaluable as external treatment in Rheumatism, Fibro- 
sitis, Torticollis, Lumbago, Muscular Fatigue, Myalgia, 
Sciatica and Neuralgia. 

Tubes of 4 oz. and 1 oz. Dispensing Pack : 1 Ib, 


time 
Pano 


MLIBNEN VOIAWIOS Ane 


VIVTVEOSR POLLY, 


ee 
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RETAIL PRICES 
Small Size 2/2 BENGUE & CO.LTD 


Large Size 3/9 









*‘LIVOX’ CAPSULES 


For the treatment of Anaemias, Nutritional 
Deficiencies, General Debility 


FORMULA : 


WOW LIVER EXTRACT CONCENTRATE 
FERROUS - 
GLUCONATE COPPER SULPHATE 
MANGANESE SULPHATE 
VITAMIN B, 
VITAMIN B, 
NICOTINAMIDE 


OXO LTD (Medico! Dept) THAMES HOUSE, LONDON, EC4 TELEPHONE: CENTRAL 9781 
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EAR WAX 3 


Removed this easy way 


The removal of wax from the external 
auditory meatus has, in the past, 
normally entailed attendance by the 
patient for diagnosis and for the 
prescription of a suitable loosening 
agent, and a second attendance a few 
days later for syringing. 

Now, by the use of Cerumol Ear 
Drops, wax can be removed in most 
cases at one visit. A few drops of 
Cerumol can be instilled into the ear 
and, while another patient is being 
attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The 
wax can then be removed by gentle 
syringing or with cotton wool. The wax may even 
be found to run out of the ear on its own accord, 

in which case patients themselves may instil 
Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless 
to the lining of the external auditory meatus or the 
tympanic membrane. 

Cerumol is included in Category No. 4 of the 
M.O.RH. classified list and may be 

prescribed on N.H.S. Form E.C.10. 


EAR DROPS 
C E R U M O L for the easier removal of wax 





Distributors in U_K. 


TAMPAX LIMITED, BELVUE .ROAD, NORTHOLT, PACKS For Surgery Use: 
GREENFORD, MIDDLESEX. Telephone: WAXlow 2244 10 cc. vial — separate 
If you wish to test for yourself and have not received recently a dropper included 

10. ¢.c. vial please write or telephone direct to: (Basic N.H.S. price 2/8) 
LABORATORIES FOR APPLIED BIOLOGY LTD., for Hospital Use: 2 oz. 


91, AMHURST PARK, LONDON, N.16 Tel. : STA 2252 and 10 oz. bottles. 








XCII THE PRACTITIONER 























A cough elixir for the relief of coughs as- 
sociated with the upper respiratory tract 


Over many years this elixir has proved to be one of the best of its kind in 
the treatment of troublesome and irritating coughs, and particularly acute and 
chronic bronchitis and cough associated with pulmonary tuberculosis 
A } grain of Codeine Phosphate in each fluid drachm has a mild analgesic effect 
and also helps to induce sleep. The cough reflex is depressed by the action 
of the Codeine and combined with Terpin Hydrate, Menthol and Pine Oil, 
together with other essential oils, the resulting elixir assists expectoration, is 
distinctly sedative and engenders a warming and soothing feeling immediately 
a dose has been taken. 


ELIXIR OF TERPIN 
WITH CODEINE 


WOOLLEY 





Formula: Codeine Phosphate B.P., } grain: Terpin Hydras B.P.C., 4 grain 
Menthol B.P., 5/32 grain: Oil of Pumilio Pine B.P.C., 1/24 minim: Eucalyptol 8.P.C., 
1/16 minim: Glycerin B.P., 20 minims: Syrup B.P., 15 minims: Alcohol B.P. 90°, 
@ sufficiency: Flavour and Colour, a sufficiency: Water, to | fluid drachm. 

Dose; | to 2 teaspoonfuls diluted with water 








* tie POISON P.!I. 
ee Available in bottles containing 10 fi. oz., 20 fi. oz., 40 fi. oz., 80 fl. oz. quantities 
—_ q of 10 fi. oz. and upwards are Dispensing Packs exempt from Purchase Tax. 
v 86 «= S/S = k1/8/B = E2/1S/- each 


Less Professional Discount 


JAMES WOOLLEY SONS & CO., LTD. - VICTORIA BRIDGE - MANCHESTER 3 


in association with J. C. Arnfield & Sons Ltd. 


THE SAFEST 
AND BEST 
\C PREPARATION SRR: 


OF OPIUM 72 as well as a 
=—_== nightcap!” 


Nepenthe contains all the constituents of opium and has 
been prescribed for over 100 years. it has been found by 
generations of Practitioners to be the best preparation 
of Opium as it does not cause the unpleasant after-effects 
usually attributed to opiates. It can be given over a con- 
siderable period and the effect remains invariably 
constant. 

Packed in 2-oz., 4-oz., 8-oz. and |6-oz. bottles and foryin- 
jection in $-oz. rubber-capped bottles, sterile, ready for 
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Bourn-vita is made 
from malt, milk, sugar, 
cocoa and eggs 







sleep sweeter 


BOURN-VITA 


made by CADBURYS 





i FERRIS & COLTD 


\ BRISTOL 


_ _— | 
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an effective answer to / anogenital itching 






and pain 


‘The high anesthetic potency of dimethisoquin 


makes it of unique value as an antipruritic for 


the relief of itching and pain...’ The Pharma- 
Therapeutics (1955) 2nd ed. 


Macmillan Company, p.370. 


cological Basis of 
New York : The 







After developing and screening hundreds of anaesthetic compounds 
for potency and safety, SKF isolated dimethisoquin hydrochloride 


*Quotane’. This remarkable surface anaesthetic has these advantages : 


1. Rapid and long-lasting relief of itching and pain, 


2. Low sensitization index. ‘ Quotane’ is not related to 
the highly sensitizing ‘ caine’ group. 


3. Smooth, white, non-staining and non-greasy. 


QUOTANE OINTMENT 


Smith Kline <> French 


represented by Menley & James, Limited 


Qor 76 Coldharbour Lane. London S.E.5 
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It is true that no other cheese is like 
St. Ivel, not only is this because no other 
cheese has the delicious cheddar flavour 
and creamy texture, but also because it 
is the only cheese containing Lactobacilli 
in active form. 

The reason for this is that instead of 
using an ordinary cheese starter of lactic 


Bacteriologically 
tested and 
specially designed 
for the 
prevention of 
droplet infection 





After many bacteriological experiments this mask was 

designed co arrest all droplets from the mouth and nose, 

and so to prevent contamination during operation. The 

“Cestra™ Mask consists of four layers of fine dental 

gauze. It fastens securely under the chin, his an air gap 

at the sides, is comfortable to wear for long periods and 
may be easily sterilised. 


Obtainable from Chemists and Medical Stores 
MADE BY ROBINSON & SONS LTD. 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2105 
London Office: King’s Bourne House, 229/231 High Holborn, 


strepto-cocci, a culture of specially 
selected strains of Lactobacilli is used- 
The cultures are maintained by pro- 
fessional bacteriologists with specialised I (sane ~ aa open 


knowledge of bacterial selection and 


genetics, 
should bank with the 


Great importance is attached to this | 
WESTMINSTER 


London, W.C.i. Tel. Holborn 6383 
Manufacturers of all kinds of Surgical Dressings 











aspect and to the nutritional require- 

ments of the Lactobacilli so as to main- 

tain the activity of the culture in the 

cheese after manufacture, and to ensure 

maximum therapeutic value. 

Special hospital packs available. 

Communications should be 
addressed to The Director, 
Central Laboratory, 
Aplin & Barrett 
Ltd., Yeovil, 
Somerset. 











The only country-wide 
English bank to prepare 
a detailed machined state- 
ment for all its customers 
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| WESTMINSTER BANK LIMITED 
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Viscopaste 


ZINC PASTE BANDAGES B.P.C. 
Viscopaste zinc paste bandages are ready for 
immediate use. Viscopaste is inudicered for 





the 

Smith & Nephew 
range of paste 
bandages 


eczematous conditions and also as a support 
for the leg following the removal of plaster 
of Paris casts. Viscopaste is obtainable in 
6 yard lengths x 34° wide, 






Ichthopaste 


ZINC PASTE AND 
ICHTHAMMOL BANDAGES B.P.C. 
These bandages contain 2 percent 
Ichthammol. Indicated for most eczematous 
conditions associated with leg ulceration. 
Never set harder than their original spongy 
state, thus giving a resilient dressing over 
which an Elastocrepe or Elastoplast bandage 
may be applied. Ichthopaste is obtainable 
in 6 yard lengths x 34” wide. 


All Smith & Nephew paste bandages are 
made from light cotton fabric, with non-fray 
edges, and they are thoroughly and evenly 
impregnated. Each bandage is supplied in an 
individual moisture-proof wrapper which 


minimises loss of moisture by evaporation. 





COLD PASTE 
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th OAL TAR BANDAGES B.P.C. 
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Coltapaste is effective in the treatment of 
gravitational or varicose dermatitis and in 
the after treatment of varicose ulceration in 
those cases where the skin has become dry 
and scaly. It is invaluable in the treatment 
of sub-acute ae of the ~— and in 
MITH & NEP , @ the treatment of occupational dermatitis 
° ° mew LED. Ue Coltapaste is obtainabie in 6 yard lengths 


WELWYN GARDEN CITY - HERTS (sem) * 34° wide. 


(i956) 


SMITH & NEPHEW PASTE BANDAGES ARE AVAILABLE ON E.C.IO 
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NEW approach in 
SKIN DISEASE 
Inflammation with Infection 
DEMANDS 

*‘HYDROCORTONE’ AND ANTIBIOTICS 


*HYDRODERM'’ provides the anti-inflammatory steroid hydrocortisone, incor- 
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porated in an emollient base with the antibiotics neomycin and bacitracin. 
Specific activity is provided against both inflammation and infection. Use o 
these two broad-spectrum antibiotics assures protection from a wide variety 


| 
of organisms commonly found in skin lesions. Neither neomycin nor bacitra- : 


SOSOSOCSOSOSOSOCSOSOSOSO SO SO SO SL 
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cin is likely to cause a local reaction, and their use does not contra-indicate 


the concurrent use of other antibiotics systemically. 


Topical Ointment of ‘uyDRODERM’ is supplied in tubes of 5 G. and 15 G. 


Indications 
Atopic dermatoses : Contact dermatitis 
Allergic eczema Seborrhoeic dermatitis 
Infantile eczema Actinic dermatitis 
Neurodermatitis Insect bites 
Eczematoid dermatitis Intertrigo 


Food eczema Otitis externa 





Pruritus with Non-specific 


lichenification anogenital pruritus 


The NEW formulation 


“HYDRODERM 


TOPICAL OINTMENT 


( Hydrocortisone - Neomycin Sulphate - Zine Bacitracin) 





Literature and professional package available to physicians on request. 


| MERCK SHARP & pouMe LIMITED, HODDESDON, HERTS. @D } 
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To many, the sponge is a symbol of absorption. Buc it is the 
horny skeleton of the bath sponge rather than the living animal 
with which most people are familiar. In this skeleton, water is 


absorbed by the capillary action of the meshes. 


Although many investigators have attempted to study how food 


and chemicals are absorbed by living sponges, the results have 





been unsatisfactory; the evidence scanty and inconclusive. 


There is no such doubt, however, when it comes to interpreting 
results of the absorption of Oral Penidural in human beings. 
Clinical studies support what has been self-evident from the 
superior results in treatment, namely, that here is a pencillin 
preparation that is effectively and reliably absorbed in 100% of 


patients because of its stability in gastric juice. 
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SUPPLIES: 
PENIDURAL ORAL SUSPENSION in bottles of 60 c« 
(each § c.c. teaspoonful contains 300,000 units 


benzathine penicillin). 


The word * Penidural’ is a registered trade mark 





[Ged 





7 
4 
° 
— 
" 
‘nie 





“<4 ; | 
7 ~ . anit é \ el —, ‘ 





te cee 
’ 


— 
THE SEA-FIG a spong 
i j 
which grows in larg 
' , , 
numbers throughout the 
Norther 
! 
Hemisphere. Although 
may be fig-shaped and 
reen, it usually assumes 
more irregular forms and 
, , 
olours. It is of iit 
wnmercially 
: 
> ta 
P= 1 





The tume has come 


the doctor said. 


“To talk of many things: 

Of coughs—and hacks—and 
tossing nights 

Of eyes with purple rings. 

And why the throat is raspy hot 


And whether coughs have wings.” 


*With apologies to Lewis Carroll 
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“Doctor, can you help 
me to sleep better?” 


Tre patient who complains of uneasy sleep 
is often one of the doctor’s most troublesome 
problems. 

The beneficial effects of a warm food drink 
at night are well established, and many doctors 
recognize Horlicks to be the ideal night cap. 

Horlicks is partially predigested and is suit- 


able for patients of all ages. 
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SUSTAINED RELIEF 
OF BRONCHIAL ASTHMA 


PROVIDED BY RELAY ACTION IN A SINGLE TABLET 


OUTER TABLET-COATING CENTRE LAYER NUCLEUS 
containing Jsoprenaline of Carbromal or of Ephedrine and 
ivi Butobarbitone Theophylline giving RELIEF 


FOR SEDATION FOR SEVERAL HOURS 


Sou FYDALEX 


FYDALEX TABLETS, contain Carbromal 
in place of Butobarbitone and are for 


should be taken when premonitory use during the day. Like FYDAL, they 
symptoms of an attack appear. provide immediate and prolonged relief. 


Formula: Ephed. Hydrochlor., B.P.32 mg. Formula: Ephed. Hydrochlor., B.P.32 mg. 
Theophyll., B.P. 64 mg. Theophyll., B.P. 64 mg. 
Isoprenal. Sulph., B.P. 10 mg. Isoprenal. Sulph., B.P. - 10 mg. 
Butobarbiton, B.P.C. . 48 mg. Carbrom., B.P.C. 96 mg. 

Basic N.H.S. price . . . foil-pack of 10 Basic N.H.S. price . . . foil-pack of 10 

tablets . . . 1/8d. tablets . - . 1/44 & sd. P.Tax 
Used conjointly, FYDAL and FYDALEX provide an effective round-the-clock 
treatment and may be prescribed accordingly. 


Literature and further information available from : 
BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM. 


FYDAL TABLETS, containing Butobarbi- 
tone, are intended for night use and 
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—and brings you a full 


47 TAX FREE 


Equal to £6. 19.2 PER CENT GROSS 


STATE 





BUILDING SOCIETY 
MAXIMUM SECURITY 


* Easy withdrawals | % Any amount accepted up to £5,000 





%*% Income tax borne by the Society | % No depreciation 
25 yeans of proghessive expansion 
JUNE 1931—JUNE 1956—ASSETS NOW EXCEED £4,000,000 


Pull particulars from the Secretary: STATE BUILDING SOCIETY 
30 State House, 26 Upper Brook St., Park Lane, London, W.1 Tel.: MA Y/fair 8161 








The most welcome 


gift of all! | 








DRY FLY 
SHERRY 






20/- bottle - 10/6 half-bottle 


Aiso Magnums 40 - 
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SOME MEDICAL OPINIONS 


The management of a case of prolonged barbiturate coma pre- 
sents a serious problem in a busy over-crowded hospital. Our 
new method of treatment helps by bringing such a patient in two 
hours to a desired state of light anaesthesia—the “‘safe state” 

from which spontaneous recovery to full consciousness usually 
occurs within eight hours. (1955) Brit. Med. J., i, 1238 


* Megimide* is a barbiturate antagonist of real clinical worth. 
To omit to use it in the treatment of barbiturate poisoning is to 
run the risk of the broncho-pneumonia that is so often fatal in 
such cases. (1955) Lancet, i, 181 


Treatment with ‘ Megimide’ and ‘ Daptazole’ is quickly effec- 
tive in reversing the most severe respiratory and circulatory 
depression accompanying barbiturate intoxication. 

(1955) Brit. Med. J., i, 1238 


The combination of * Megimide * and * Daptazole ’ is effective in 
severe barbiturate poisoning, and the intermittent method of 


administration provides a wide margin of safety. 
Correspondence (1955) Lancet, i, 622 


MEEGIMIDpDtE 


Brand of Bemegride 
amc 


DAE TAZOx:L.E: 


Brand of Amiphenazole Registered Trade Marks 


A. & G. NICHOLAS trp. 
Ethical Pharmaceuticals, 
Buckingham Avenue, Slough, Bucks. 
Telephone : Slough 22381/5. 
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Cremalgin 


(Rubefacient 


Economy CREMALGIN is a rube- 


facient balm of high quality 

’ ° supplied at realistic cost on 

Prescribing E.C.10._ Every prescription 

for Cremalgin in the treat- 

: ment of Rheumatism, Fibro- 

without sitis, Sciatica, Lumbago, 

Muscular Pain and associated 

: conditions represents a sub- 

detriment stantial saving to the National 

Health Service. Public spirited 

to the Doctors have readily accepted 

this valuable means of sound 
N.H.S. Economy. 


treatment of 


. *Methyl Nicotinate 1.0% Packed in | oz. dispensing 
atien ts Glycol! Salicylace 10.0% tubes at 2!/— per doz. and 
Histamine Dihydrochioride 0.1% in | tb. dispensing jars at 
Capsicin 0.1% 19/6 per unit. Plus 30% 

Excipient q.s. P.T. 


Over 100,000 prescriptions for rubefacient balms 


are written monthly, 


More than 9,000 practitioners have requested and 


received samples of Cremalgin. 
P g 


West Pharmaceutical Company 


Wood Lane, London, W.12. Telephone: SHEpherds Bush 6262 
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AN ASSESSMENT OF ROTER THERAPY 


in PEPRIC OLCER 


“ ... there was a satisfactory 
response in 90% of cases” 


Extracts from THE BRITISH MEDICAL JOURNAL, Ist Oct. 1955, p.827 


“ .. . 81% of cases became symptom-free—70% of 
them during the first week and 30% during the 
second week; a further 9% were relieved of the 
majority of their symptoms. Thus there was a 
satisfactory response in 90°, of cases.” 


“. . . Average duration of symptoms in the active 
ulcer group, dating from the first attack of indiges- 
tion, was 12 years .. .” 


“ .. . They were able to take foods which they had 
avoided for years.” 


“All but 5 of the 98 cases were ambulant throughout 
treatment and no instructions were given as to rest. 
They were advised to take an average diet but to 
avoid fried foods.” 


“The treatment is ideal for general practice, where 
its simplicity appeals to both patient and doctor . . .” 








Prescribable on thé N.H.S. 





TABLETS 


Tins of 40, 120, 640; 
and dispensing size 720 
Literature and samples on request (P.T. Exempt) 


F.A.I.R. LABORATORIES LTD., TWICKENHAM, MIDDLESEX 
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NEW FORMULATION 





Poller gen uu 


MIXED GRASS POLLENS EXTRACT 
replacing 


Pollergen mixED GRASS AND TREE POLLENS EXTRACT 


From 12th Nove tber, “Duncan” extracts for prick tests and 
hyposensitization with grass pollens in the diagnosis and 
treatment of hay fever and seasonal asthma, will be issued as 
shown below, and the preparation previously available as 
**Pollergen”’ will be withdrawn. Please note the details 

of the new “ Pollergen”’. 


FOR PRICK TESTS: Pack of 2 ml. bottle containing 20,000 Noon 
units/ml. and 2 ml. bottle of solution for 
control tests. 


FOR HYPOSENSITIZATION: Set of two 5 ml. and two 10 ml. bottles 
containing respectively 100, 500, 2,500 and 
25,000 Noon units/ml. for course of 
hyposensitization injections. 


In recent years, advances have been made in the study of 
grass pollens and hay fever and seasonal asthma. The new 
‘“*Pollergen” resulted from these advances. Literature 
concerning it will be sent on request, and inconvenience will 
be avoided if physicians who used the old “‘Pollergen” 

will kindly make sure that they receive the literature 

on the new preparation. 


DUNCAN, FLOCKHART & CO., LTD. 
16 Wheatfield Road 4 Carlos Place 


EDINBURGH, 11 LONDON, W.: 
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Pixcyl and Psorox 


Coal Tar has long been accepted as one of the most 


effective medicaments for use as a topical application 
in the treatment of Psoriasis. 
The Genatosan tar fractions incorporated in Pixcyl, Psorox, 
Genisol and Sebigen, offer tar therapy without many 
of the disadvantages associated with crude coal tar. 
Extensively screened against sensitization and in bases to suit 
each phase of the disorder, they offer the physician the three 
essential factors in his choice of an effective topical application 
that combine to give a suitable approach to Psoriasis. 


Pixcy!l, Psorox, Genisol and Sebigen 
are all available on E.C.10. 


Further information available from: 


Genatosan Ltd., Loughborough, Leicestershire 





ANNOUNCEMENTS CIX 





The most suitablejiyoi 


FERROMYYN (Ferrous Succinate) has been proved clinically 
to offer the most acceptable form of iron for oral administration 


in the treatment of hypochromic anzmias. 


RECENT FINDINGS 

In a clinical trial* conducted this year a therapeutic compari- 
son was made between Oral / Ferromyn ), Intramuscular and Intra- 
venous methods of iron administration. “...and unless the patient 
is very near term this (Ferromyn) is the method of choice in the 


first Instance, even for severe degrees of iron-deficiency anemia.” 
* British Medical Journal (1956), 2, 638. 




















FERROMYN ts presented in four forms: 


FERROMYN TABLETS & FERROMYN ELIXIR Each tablet 

teaspoonful contains: Ferrous Succinate 150 mg. 

FERROMYN ‘8B’ TABLETS & ELIXIR FERROMYN ‘8’ 
Each tablet/teaspoonful contains: Ferrous Succinate 150 mg. 
Aneurine Hydrochloride 1 mg. Riboflavin 1 mg. Nicotinamide 


10 mg. 









Leadership in Oral-lron therapy 
FERROMYN 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 


LONDON: 2 Mangficld St., W.1. Phone LANgham 8038-9 
CANADA : Terminal Building, York St., Toronto. 
Fa 


AUSTRALIA : 458-468 Wattle Street, Ultimo, Sydney, N.S.W. 
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=. MIGRAINE 


and other headaches of vascular origin 








are aborted in 80 per cent of 
cases by ORAL TREATMENT with 


CAFERGOT 


sugar-coated tablets 


Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 





Patients who experience nausea and vomiting 
early in the attack or who are unable to 
tolerate oral treatment, usually benefit from 
treatment with 


CAFERGOT SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobuty! allylbarbituric acid 100 mg. 
Total laevorotatory alkaloids of 
belladonna 0.25 mg. 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 
134, Wigmore Street London, W.1. 
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Looking 
at two 
aspects— 











Whether sedative or expectorant therapy is required in the management of cough, 
appropriate selection may be made from Allen & Hanburys outstanding cough 
preparations—ETHNINE, a sedative elixir, or PIRIEX, an expectorant linctus. 


ETHNINE, a palatable and effective 
cough sedative containing pholcodine, 
is rapidly replacing preparations of 
codeine in the suppression “of ex- 
hausting and harmful unproductive 
cough in children, adults and elderly 
patients. 


The advantages of Ethnine are in its 
effectiveness with low toxicity, and 
its freedom from side-effects such as 
constipation and digestive upset. 


For sedative cough 
therapy 


ETHNINE 


Trade Mark 


Bottles of 4 and 80 fluid ounces con- 
taining 4 mg. pholcodine in each tea- 
spoonful (4 c.c.) 








PIRIEX, a carefully chosen com- 
bination of an improved antihistamine 
of low toxicity with expectorants, is 
unsurpassed in therapeutic activity 
where a stimulant expectorant linctus 
is indicated. 


Piriex effectively liquefies tenacious 
sputum and aids its prompt removal. 
It is also an effective decongestant and 
is invaluable in the treatment of con- 
gestion of the upper respiratory tract. 


For expectorant 
therapy 


PIRIEX 


Trade Mark 
(Form rly known as Piriton Expectorant Linctus) 
Bottles of 4 fluid ounces and 2 litres 
containing 2 mg. Piriton in each tea- 
spoonful (4 c.c.) 
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... the virtues of 


| LUCOZADE 


\ It is realised that the doctor judges Lucozade from 
\ . 























\ 


two viewpoints. He agrees with its use in the 
~~) sickroom. He also, personally, finds it a most 
palatable drink. This palatability of Lucozade 
provides a long-sought answer to a long-standing 
problem . . . acceptability. The subtle balance 
between flavour, sparkle and liquid glucose 
content provides nourishment in a form 
acceptable even to the feeblest digestion ; 
nourishment retained and assimilated. 
Doctors have been kind enough to tell 

us of many conditions which have 
responded favourably, quickly, to 
Lucozade. Bedside lockers bear 
testimony to the confidence it 
inspires. And many doctors 
have discovered for them- 
selves the virtues of a 
glass of Lucozade 
when they return after 


a hard round of work. 


LUCOZADE 


the sparkling glucose drink 


REPLACES OST ENERGY 


a Es 5 
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The skin game 
In a cold room all of us, like this young 
lady, play the skin game. We feel cold 
because our body is heating the 
room instead of other Wise. Work at school, 
in the factory or office, suffers. Look 


! She will get precious 


at the poor girl again 
little warmth from hugging her coat! 
The economic and effective heating of a 
partic ular factory, warehouse, school, 
hospital or office often presents its own special 
problem. The technical staff at your Area 
Gas Board have had wide experience 
of thousands of specia! space-heating installations. 
WHATEVER YOUR BUSINESS—The Gas Industry appreciates the needs 
of individual consumers for prompt service 
and for advice which accords with the customer's 
special circumstances and requirements. 
Each Area Gas Board offers efficient service to 
users of gas-fired equipment and can give 
expert advice based upon the pooled knowledge 
of all the Boards and of gas users in other countrics. 


—CONSULT YOUR AREA GAS BOARD 





ISSUED BY THE GAS COUNCIL 


THE GAS INDUSTRY MAKES THE BEST USE OF THE NATION'S COAL 
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“You've got to give them something to rub on, old boy. 
| often wonder if it isn't just the massage that relieves the pain.” 





“There’s been some work published on that,” comparing the effects 
of medicated creams with an inert control cream 
in soft tissue rheumatism.” 


“Never saw the papers—but | bet the inert cream came out of it pretty well.” 


“Not so well as you might think—and surprisingly enough, 
of all the so-called active principles tried, 
a salicylate gave the best results.” 


“Counter-irritant, eh 7” 


“No—a new salicylate, diethylamine salicylate, 
capable of free skin penetration and not irritating at all.” 


“That's a new idea, isn't it? Local salicylate therapy. | always start patients off on salicylates by mouth 
for rheumatic pain. Useful to be able to put it through the skin at the site of the pain. 
What's this stuff called?” 


* Lancet Mi, 395 (1950) 
British Jovenal of Physical Med cme 18, 62 (1955) 


mT AY || 








10°, diethylamine salicylate in @ soothing vanishing cream 
non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers: 
E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. — opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 

All entrants are required to be British subjects whose parents British subjects, 
to be medically fit, and to pass an ~~ ane antag or - 

Full particulars from the “Twat Medical Department, Queen An Mansions, 
St. James's Park, London, S.W.1. ° or 
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Capsules 


are now available in TWO FORMS 


STANDARD 
Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 
Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and | ,000 capsules 


Literature and samples on request 


CONTINENTAL LABORATORIES, [TD 


10! Great Russell Street, London, W.C.]/ 
Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 














| ‘PECTAMOL’ 


b( Linctus 


” A new anti-tussive agent from 
) the B.D.H. Research Laboratories 


@ Pectamol has a selective action on the medullary centre con- 
trolling the cough reflex thereby suppressing unproductive 
dry cough and moderating purposeful, productive cough 


@ Aids expectoration 

@ Free from soporific, nauseating, constipating or toxic effects 
= @ Contains a0 opiates or their derivatives 
@ Pleasant tasting and well-tolerated 
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(( ( The active constituent of Pectamol Dosage: 1 or 2 teaspoonfuls 
Limctus is the citrate of the diethyl- four times a day 
amincethoxyethyl ester of @:a-diethyl- 
phenylacetic acid (‘Oxeladin’). Each Basic N.HLS. Price: 
\ teaspoonful (3.55 ml.) contains 10 mg. Bottle of 60 ml. 2/6 
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Descriptive hterature and specimen packings will be supplied on request 
} (Medical Department) 
\ ) THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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